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| tion. You'll find a thorough coverage Containing books, booklets and 
| of all sanitation problems in such —_ pamphlets, this valuable kit is yours 


important areas as merely for the asking. Write for 
your copy today. 
sewage works Lo-Bax Special 
* swimming pools HTH Tablets LoBeux-W 
HTH-15 
HTH® ond Lo-Bax® are trodemarts 


~ MATHIESON CHEMICALS 


OLIN MATHIESON CHEMICAL CORPORATION 
INDUSTRIAL CHEMICALS DIVISION + BALTIMORE 3, MD. 


AJ.P.H., NOVFMBER 1957 
4 7 
4 
‘ 
~ 
MATHIESON 


With the addition of new Kimbie 


KIMAX “hard glass" to its famous 


family of laboratory ware, your 


Kimble dealer can now be of greater 


service to you than ever before. 


For trample: 


BIGGER SAVINGS! Because Kimble 
now provides a complete source of labora- 
tory glassware, your Kimble dealer can 
now save you money by making it easier to 
qualify for maximum quantity discounts. 


GREATER CONVENIENCE! Now — just 
one catalog does it all! Between the covers 
of Kimble’s new catalog you'll find your 
glassware needs... just one order form to 
fill out instead of two or three! 


PROMPT, EFFICIENT SERVICE! Most 
Kimble dealers have trained representatives 


KIMBLE LABORATORY GLASSWARE 


an (I) rropuct 


who will give you expert, on-the-spot as- 
sistance with your glassware problems. 
Kimble dealers serve your needs quickly 
and efficiently because they maintain large 
stocks of Kimble borosilicate and lime 
glassware in their warehouse at all times. 

For complete information about Kimble’s 
KIMAX “hard glass” and lime laboratory 
glassware, contact your Kimble dealer now, 
or write Kimble Glass Company, subsid- 
iary of Owens-Illinois, Department AH-11 
Toledo 1, Ohio. 


KIMAX is a registered trade-mark of Kimble Glass Company 
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Over 100 investigators in 15 countries have clinically demonstrated 
that ““Mysoline”—alone or in combination with other anticonvulsants 
— effectively controls grand mal and psychomotor attacks with a high 
degree of safety. No irreversible toxic effects have been reported. 
This is now supported by three years of successful clinical use in the 
United States. 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


AYERST LABORATORIES + NEW YORK, N.Y. © MONTREAL, CANADA 


“Mysoline” is available in the United States by 
arrangement with Imperial Chemical Industries Ltd. 
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in the peptic ulcer diet... 
“orange juice 

J 
several times daily 


affords protection against vitamin C deficiency 
without untoward effects on ulcer healing 


Strub, Talso, and ValDez, in 
studying gastric response to 
orange juice, find that when 
patients with active duo- 
denal ulcers are given 4 oz. 
orange juice “several times 
daily” along with “the usual 
forms of medical manage- 
ment, no prolongation in the 
healing is noted.” (J.A.M.A. 
163 :1602, 1957) 
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Want one, too, “"""* Great idea! 
Doctor ? y | could use a “pick-up.” 
2 Sort of a refresher course 
in what I tell my patients 
about soft drinks. |” 


Bottled carbonated beverages have long been accepted professionally 
as a zestful, palatable and convenient means of helping to maintain 
the body’s vital sugar levels. The calories—average 100 for each 
8 ounces—are in a form rapidly absorbed and transformed into 
food energy. 

In addition to quick energy supply, other professional uses of 
carbonated soft drinks include: Alleviation of post-operative or 
pregnancy nausea... aiding digestion . . . helping administer milk 
in febrile cases . . . restoring fluid balance . . . stimulating appetite 
... lifting patient morale. 

Bottled carbonated soft drinks may be recommended with complete 
confidence in their purity—a result of thoroughgoing care in the 
bottling. 


American Bottlers of Carbonated Beverages, Washington, D. C. 
The national association of the Soft Drink Industry 
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"promises to supersede other types of penicillin 
in the treatment of syphilis.” 


: “A single treatment with 2,406,000 units of benzathine 
penicillin G {Injeetion provides cemenstrable 
\lood concentrations of penicillin for at least 15 days. 
Because of the slow absorption, blood levels of penicillin 
are low but sufficiently high for the treatment of most 


cases of syphilis...) * 
\ single administration of Injection provides a 
sotent weapon against venereal disease. One Visit ip all 


‘hat is usually required for the treatment of acute gonor- 
-heal urethritis (600,000 units per Tubex®) or primary and 
| -arly secondary syphilis (2,400,000 units in @ single-dose 
disposable syringe). 

|. Thomas, E.W.: J.A.MLA. 162:1636 (Dee. 22) 1956. 


Penicillin 
with @ 
Surety Factor 


voitadelohia Pa. 


INJECTION 


BICILLIN’ 


LONG-ACTING 


Benzathine Penicillin G 
(Dibenzylethylenediamine Dipenicillin G) 
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Now Available To The Food Industry— 
NON-STAINING INSECTICIDES 


They’re made with Improved Pyre- 
none* concentrates — remarkable new 
compounds developed by Fairfield 
Chemical. This means that you can 
now obtain from your regular supplier 
finished insecticides that won't stain 

when sprayed in a normal manner. 
When used as directed, Improved 
Pyrenone is non-toxic...a combination 
of piperonyl butoxide and pyrethrins 
in variable combinations depend- 


ing upon the ultimate end use. It not 
only yields stainless insecticides, but 
it is more effective — and so much 
safer for application in sensitive food 
areas. 

Whatever your source of supply 
may be, make sure the insecticides you 
use in your food operations contain 
Improved Pyrenone. Look for Pyre- 
none on the label . . . or the words 
piperonyl butoxide and pyrethrins. 


Improved Pyrenone is an exclusive 
formula of Fairfield Chemical Divi- 
sion, Food Machinery and Chemical 
Corporation, 441 Lexington Avenue, 
New York 17. Branches in principal 
cities. In Canada: Natural Products 
Corporation, Toronto and Montreal. 


*Reg. U. S. Pat. Off., FMC 


Dyrenone 


OTHER PMC CHEMICAL DIVISIONS: WESTVACO CHLOR-ALKAL! Alkalis, Chlorinated Chemicals, Carbon Risulfide 
WESTVACO MINERAL PRODUCTS Phoaphates, Barium and Magnesium Chemicals BECCO CHEMICAL I’crocyyen Chemicals 


WIAGARA CHEMICAL Insecticides, Fungicides and Industrial Sulphur QHIO-APEX Plasticizcra and Reninn FAC ORGANIC CHEMICALS 
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NEW 

B-D STERILE 
DISPOSABLE 
BLOOD 
LANCET 


unique “gape-incision” gives you... 


adequate blood flow 

The new B-D LANCET produces 
o half-round incision that tends 
to pout or “gape” — 

avoids premature closure — 
clotting delayed. 


result —an easier and immediate 
yield of an adequate flow of blood. 


minimal dilution 

The “gope-incision” 

of the B-D LANCET makes “milking” 
of the finger tip unnecessary — 
just o gentle pressure. 


result —a minimal dilution of the 
blood by tissue fluids—o truer 
specimen of the potient’s blood. 


contrclled penetration 

Side flanges of the B-D LANCET 
outomatically control depth 

of penetration. The angle 

ond length of the point ensure 
that incision is in the region 

of densest capillary supply. 


result — easier penetration — 


fewer tactile corpuscles 
traumotized — minimal pain. 


« stainless steel—very thin, yet rigid 

sterile—ready for immediate use 

+ hermetically sealed in preformed foil 

* translucent top for positive point location 

conveniently packaged in 100’s and 250’s 


Becton, DickinSON COMPANY, RUTHERFORD, N. J. 


8-0, T.M. REG. U.S. PAT. OFF. 49387 
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..WATERS UP 10 


900 rem 


OF HARDNESS* 


In accordance with U.S. Public Health Service recommenda- 
tions, more and more State agencies are accepting quaternary 
based germicides which state their water hardness tolerance 
levels on the product label. The higher the water hardness toler- 
ance level, the greater the area in which the germicide will be 
safe — beyond question, beyond the risk of public health. Onyx 
is glad to encourage all efforts toward this end, and as its con- 
tribution, offers germicide manufacturers quaternaries with the 
highest hard water tolerance and with accepted label claims. 


Because water hardness is at best a variable, from well to well 
and from season to season, a safe germicide or sanitizer should 
offer the highest level of water hardness tolerance. Products 
based on Onyx’ BTC-824, for example, are effective germicides 
in waters up to at least 500 ppm. Products based on other Onyx’ 
quaternaries are effective in waters up to 1,100 ppm. All Onyx 
quaternaries are tested in accordance with Interpretation No. 
21, Federal Register, September 1956. These claims have been 
reviewed and accepted by the U.S. Department of Agriculture. 


*For further information on labeling procedures and on Onyx 


quaternaries, write for Bulletin HW-6-7. ONYX OIL & CHEM- 
ICAL COMPANY, Industrial Division, 190 Warren Street, 


Jersey City 2, N. J. 


ask the man from Onyx Q 
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for microprojection with finer deta/ ...more brilliance 


ui CROPR OJECTOR 


modest xXIC 


&. LEITZ, INC., Dept. PH-11 
468 Fourth Avenue, New York 16, N. Y. 


Please send me your brochure on the Leitz 
MICROPROJECTOR. 


tha OURTH AVENUE, NEW YORK 16,.N. Y.. 
Distributors the world-famous products of Ern Leitz, Wetziar, Germany 
LENSES + CAMERAS + MICROSCOP S + BINOCULARS 


Youmans the versatile Leitz MICROPROJECTOR, suitable to either large or small | 
for per permitting: nitting hour-long le 
| 
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EMERGENCY ROOM EFFICIENCY 


Visible sterile storage with Zephiran 1:5000 to 
1:1000 aqueous solution (with Anti-Rust Tab- 
lets “Winthrop”) makes presterilized instru- 
ments, ampuls, etc., easily accessible and ready 
for immediate use. Zephiran 1:5000 solution is 
also particularly valuable and efficient in the 
cleansing and debridement of wounds. 


WET COMPRESSES AND DRESSINGS 
Nonirritating antiseptic wet dressings and com- 
presses are prepared with 1:5000 Zephiran 
aqueous solution, without fuss or waste of 
time.* Zephiran is always ready to do an effi- 
cient job whatever the specific application. 


*Caution: Do not use with occlusive dressings, 


ODORLESS HOME DISINFECTION 
Here’s an important thought: do your patients 
know about safe and odorless disinfection in 
home and sickroom to prevent spread of dis- 
ease? Recommend a 1:5000 solution of aqueous 
Zephiran to disinfect utensils and sickroom sup- 
plies, to rinse diapers, and to sanitize linens, 
toys and furniture. It’s economical! 


LET ZEPHIRAN WORK FOR YOU 


Zephiran is dependable, safe and economical. A refined cationic 
detergent with unusual wetting and spreading ability as well 

as a highly potent antiseptic— Zephiran kills many gram-positive 
and gram-negative bacteria in seconds. It is nonirritating and 
virtually nontoxic. Zephiran has hundreds of uses in daily practice. 


REFINED BENZALKONIUM CHLORIDE 


ephiran 


CHLORIDE 


(BRAND OF BENZALKOMIUM, AS CHLORIDE, LABORATORIES, New York 18, N. Y. 
REFINED), TRADEMARK REG. U. 6. PAT. OFF. 1143 M 
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ENICILLIN AND DiHyYDROSTREPTO? 
MYCIN for antibacterial control in 
peritonitis, mixed infections of the 
urinary tract, selected cases.of 
bacterial endocarditis, postopera, 
tive prophylaxis . 


One injection Combiotic Aqueous Suspension (ready to in- 
from ject) in five-dose “drain-clear” (10 cc.) vials, 
400,000 units penicillin G procaine crystalline 
and 0.5 Gm. dihydrostreptomycin sulfate, in 
each 2 cc. dose. Combiotic Aqueous Suspen- 
sion also available in Steraject cartridge. 
Combiotic P-S (Dry Powder) 1.0 Gm. For- 
mula: 300,000 units penicillin G procaine crys- 
talline, 100,000 units penicillin G potassium 
crystalline, 1.0 Gm. dihydrostreptomycin sul- 
fate, per dose. 0.5 Gm. Formula: same pen- 


tera ect icillin content as above, but with 0.5 Gm. 
dihydrostreptomycin sulfate per dose. 

single-dose disposable cartridge with sterile needle attached—use and 
dispose — eliminates sterilization, measuring, assembly, breakage. 
Pfizer injectables available in single-dose disposable cartridges: Penicillin G Procaine Crystalline 
in Aqueous Suspension, 300,000, 600,000 and 1,000,000 units. Combiotic Aqueous Suspension, 
400,000 units penicillin G procaine crystalline plus 0.5 Gm. dihydrostreptomycin. Streptomycin 
Sulfate Solution, 1 Gm. Dihydrostreptomycin Sulfate Solution, 1 Gm. (smaller, 22-gauge needle for 
most dosage forms minimizes injection pain) 
Prizer Lasoratories , Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


one vial 
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Enjoy using superlatively flat, clear, distortion-free Corning Optical Cover 
Glasses in all seven thicknesses from this brand new one-at-a-time dispenser 
pack. One-ounce contents plus no-wrap feature cuts handling time, too. 


Corning’s new dispenser package 
gives you clean cover glasses 
at a time - time afrer time 


We've gone to great lengths to give 
you the finest optical quality, water- 
white flat cover glasses available. 

Only improvement left for us to 
make, to make your work with them 
easier, was the box. We’ve done some- 
thing about that, too. 

Now, Corning Cover Glasses, the 
size and shape and thickness you use, 
come to you in a molded plastic pack 
with wells to hold the contents. The 
glasses are packed vertically. You lift 
one out at a time—touching only the 


edges, never the flat working surfaces. 

No cotton or tissue cushion is needed 
to hold the glasses in place so there’s 
no lint or dust to remove. They're 
clean—for some uses they’re all ready 
to use just as you take them out of the 
pack. 

Ask your Laboratory Supply Dealer 
to show you the new Corning Cover 
Glass package. You can include stand- 
ard sizes and thicknesses of cover 
glasses as components of multiple-case 
orders for Pyrex brand glassware. 


CORNING GLASS WORKS; 280-11 Crystal st.. CORNING, N.Y.. 
Coming meand research 


. 


Prizer Laporatories , Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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Result: A free four-color film strip to help you tell 
the “healthy kitchen” story! 


Class is now in session for The Man With 
The Lily Plan and a typical group of food 
service Health personnel. Problem up for 
discussion:—an interesting way to educate 
food managers, waitresses and kitchen help 
on the importance of sanitary food service 
—and the best way to attain it. 

The Lily* answer!—An imaginative, in- 
formative, graphic four-color film strip 
with suggested script, chock full of 
thorough, precise facts. First part shows 
the correct methods of washing china 


*T. M. REC. U. 8. PAT. OFF. 


and glassware; second part deals with the 
proper use of paper service. And there’s no 
commercial for any particular paper ser- 
vice. This is strictly an educational aid for 


your use. 

Reaction of health experts now using the 
film strip is highly enthusiastic. We think 
you'll feel the same way. Let us know when 

you need it. And remember, it’s abso- 
lutely free! Write Lily-Tulip Cup Cor- 
poration, Dept. S-PH-11, 122 East 
42nd St., New York 17, N. Y. 
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*Write for booklet giving highlights of single-service 
nm study povend made by William T. Ingram, 

blic Health Engineering, New York University. 


OWD Ritespoon is the only 

single-service spoon available 

today in an up-to-date protective 
ckage that facilitates the sanitary 
dling of the utensil by food 


vendor and patron. OWD Rite- 
— are nested in the carton, not 

umped in loose as is the conven- 
tional method of packaging such 
utensils. One or many OWD Rite- 
spoons can be removed without 


touching the bowl. There is no need 
to handle them one at a time to 
place them (handle up) in a re- 
ceptacle from which a patron or 
server takes one. There is no 
fumbling in a box exposing the con- 
tents repeatedly to contamination. 
OWD Ritespoon packaging protects 
spoons in storage and use. 


We will gladly send you samples, 
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COMPLETELY SATISFACTORY 
SINGLE-SERVICE UTENSILS 


« Cleanest on delivery « Cannot be reclaimed and 
used repeatedly—one use destroys appearance 
and utility «Smooth—no cutting edges nor 
splinters « Exclusive, protective sanitary packag- 
ing « The only wooden spoon with the true shape 
of metal ware, strong, rigid, tasteless, odorless. 
Pure wood only—no dyes nor additives «The 
only fully shaped single-use spoon available, in- 
dividually sealed at the factory in tough sanitary 
paper envelopes, assuring absolute sanitation 
under the most extreme conditions « Every spoon 
perfect «Available in 4 sizes, 34%", 5”, 6”, . 
7”, and OWD Ritefork 4%". 


Manufactured only by 


>, OVAL WOOD DISH CORPORATION, Tupper Lake,N.Y. 
Graybar Bidg., New York 17, N.Y., 506 So. Wabash 
Ave., Chicago 5, SII. + The Oval Wood Dish Co. of 
Canada, Ltd., Industrial Center No. 5, Quebec, P.Q. 
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Announcing at a Special Pre-publication Price... 


ONE OF THE 
MOST VALUABLE 
TECHNICAL BOOKS 
EVER PUBLISHED 


Price Until December 31st, 1957: 
$19.50 


Price After December 31st, 1957: 
$22.50 


| 


Edited by N. IRVING SAX 
Consultant om Industrial Safety, Nuclear Development Corp. of America 


This monumental volume is the eagerly awaited successor to Sax’s 
“HANDBOOK OF DANGEROUS MATERIALS.” The immediate success of 
the original book was due to the need for a convenient reference 
work on the hazardous properties of chemical compounds and other 
industrial materials. It enabled chemists, engineers or non-technical 
personnel to find quickly whether a given compound or material is 
paseeiiaty dangerous and what precautionary measures must be 
taken. 


This new volume now fills this need to perfection. It is an entirely 
rewritten and greatly expanded version of the original work. “Dan- 
gerous Properties” is truly a bible of safety information. Every 
aspect of industrial safety is included, and arranged for practical 
use. In addition to encyclopedic information on the hazards of over 
8,500 general chemicals and industrial materials, it also contains 
vital safety information in comprehensive sections. A glance at the 
contents will indicate the book’s invaluable subject matter. The 
objective of providing a quick, single SAFETY reference for those 
involved in the manufacture, use, handling, storing or shipping 
of hazardous materials is fulfilled. 

Here is undoubtedly the most useful and complete book on indus- 
trial safety ever published. 


A Bible of Safety Information 

Toxicology and First Aid + Ventilation Control » Personnel Protection 
and Personal Hygiene + Atmospheric Pollution - Radiation Hazards 
industrial Fire ection » Storage and Handling of Hazardous Mate- 
rials + Reactor Safeguards + Allergic Disease in Industry » Alphabeti- 
cal Listing of Over 8,500 Chemicals and industrial Materials Iinclud- 
ing: Synonym; Description; Formula; Constants; Toxic Hazard Rating; 
Fire Hazard; Explosion Hazard; Disaster Control; Storage and Han- 
dling; Labeling « Shipping Regulations « Synonym Index 


Take Advantage of This Special Pre-Publication Offer! SAVE $3.00 
Send No Money! — Examine This Fabulous Work ON APPROVAL! 


Fill out the ——- below and your copy of DANGEROUS PROPERTIES 

or INDUSTRIAL MATERIALS will be sent to you promptly. 

Mail This Coupon Toda 

REINHOLD PUBLISHING CORP., Dept. M-201 
430 Park Avenue, New York 22, N. Y. 
Please send me DANGEROUS PROPERTIES OF INDUSTRIAL MATERIALS to read and examine. 
in 10 days | will return the book and owe nothing, or ! will remit $19.50 plus postage. 
| understand that the special pre-pub offer expires December 31st, 1957. 


NAME 


ADDRESS. 


CITY. ZONE STATE. 
SAVE MONEY! Check here if you ENCLOSE payment, in which case we pay all shi 
ges. Same return privilege. Refund guaranteed. Please add 3% sales on ne 
orders. Send check or money order only. Do not enciose cash! 


Lrdustrial Materials | 
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versatility 


INTERNATIONAL | 
REFRIGERATED 

CENTRIFUGE 
Model 


Now recognized as a basic instrument 
in medical research, the refrigerated 
centrifuge is being called upon for wider 
and wider ranges of applications. 

Here’s how International’s Refrigerated 
Centrifuge, Model PR-2 provides the 
scientist with versatility unmatched... 


28 INTERCHANGEABLE HEADS, including a 
new SHAKER HEAD ATTACHMENT for 
shaking under controlled temperatures, 
16 direct-drive angle heads, 7 direct- 
drive horizontal heads, 4 high-speed 
angle heads. 


4 LITER CAPACITY right down to 7 ml., 
offers the greatest capacity range of any 
WZ refrigerated centrifuge on the market 
= G today. 
INTERNATIONALS PROGRAM of consist- 


ently designing new heads and acces- 
sories to meet the requirements of new 
techniques, guarantees the owner a 
refrigerated centrifuge of constantly in- 
creasing versatility. 


Send for Bulletin P 


International Equipment Co. 


1284 SOLDIERS FIELD ROAD * BOSTON 35, MASSACHUSETTS 


| | | 
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nutritional support can easily be given 
as part of the diet 


Ovaltine provides a wealth of essen- 
tial factors which aid the body against 
the detriment of various stresses. And 
Ovaltine’s chemical and mechanical 
blandness combined with good taste 
make it especially valuable in many 
bland diets. 

Ovaltine is a soothing, nourishing, 
well-tolerated beverage that’s ideal 
for use in many stress states where 
stimulating beverages are usually 
contraindicated. 

Patients like Ovaltine hot or cold, 
at any time of the day. 


Three servings of Ovaltine and milk provide: 
VITAMINS 


RREREE 


Ovaltine® 


The World’s Most Popular Fortified Food Beverage 
The Wander Company, 105 W. Adams St., Chicago 3, IIL. 
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*Catcium ......1.12 Gm. "Vitamin A. ........3200 
Phosphorus... .940 mg. ‘Vitamin D..........420 
mg. *ascorbic acid... .. .37.0 
Copper........0.7 mg. *Thiamine...........1.2 
lodine........ 0.2 mg. Riboflavin. .........2.0 
Fluorine ..... . .0.5 mg. Pyridoxine..........0.5 
Cobalt... ... 0.006 mg. Vitamin Biz. .......5.0 
Sodium. ......560 mg. Pantothenic acid. ... .3.0 mg. 
Chiorine. ......900 mg. *Niacin..............6.7 mg. 
Magnesium. . . .120 mg. Folic acid........,.0.05 mg. 
Manganese... . 0.4 mg. Choline............200 mg. 
Potassium. . . .1300 mg. Biotin. ............0.03 mg. 
*PROTEIN...........32 Gm. 
CARBOHYDRATE. .. .65 Gm. 
“Nutrients for which daily dietary allowances are recom- 
mended by the National Research Council. 
aa 
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When you plan your new facilities, include W & T Equip- 


ment, both Chlorinators and Dry Chemical Feeders. 


“, .. this is where we plan to put 
the W&T Dry Chemical Feeders.” 


When you plan your new plant or the expansion of your present one, 
be sure to plan a place for W&T Dry Chemical Feeders as well as 
Chlorinators. W & T Feeders are used for every type of dry feeding 
problem found in water and sewage treatment plants. 

W&T makes both volumetric (volume measurement) and gravi- 
metric (weight measurement) feeders. There is a feeder for any size 
job, from small equipment to measure out ounces, to accurate giants 
capable of handling thousands of pounds per minute. 

To find out more about W & T Dry Chemical Feeders, write for bul- 
letin S-124. Or let us know the type of feeder problem you have, so we 
may send publications describing the W & T equipment best suited for 


WALLACE & TIERNAN INCORPORATED 


2S MAIN STREET. BELLEVILLE 9, NEW JERSEY 
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aud the Nations Health 
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Health Education in Transition 
MAYHEW DERRYBERRY, Ph.D., F.A.P.H.A. 


The Dorothy B. Nyswander Lecture 
Series was established to honor a 

ioneer of health education in the 

nited States. In his remarks in- 
augurating the series Dr. Charles 
E. Smith, dean of the School of 
Public Health, University of Cali- 
fornia, pointed to the particular 
appropriateness of using this ap- 
proach so as to prolong into the 
future the dynamic influence of 
Dorothy Nyswander. Recognized 
as a national and _ international 
leader in public health, she has put 
her stamp on health work by her 
basic studies in school health pro- 
grams, more specifically the Astoria 
demonstration, and by training a 
host of students. For the first lec- 
ture, a “uniquely ‘permissive’ lec- 
turer” was selected; appropriately 
enough he chose as his subject to 
analyze the moving tides in health 
education and to speculate on the 
distant shores to which we are 
moving. The implications of Dr. 
Derryberry’s analysis are far-reach- 
ing indeed, and merit the serious 
consideration of all health workers. 


*} To be invited to give the first Dorothy 
B. Nyswander lecture is a signal honor 
and one of which I am deeply apprecia- 
tive. It is all the more pleasing to me 
because I count Dr. Nyswander as one 
of my close friends. I have chosen 
“Health Education in Transition” as 
the subject for this lecture, partly be- 


cause so much change in health educa- 
tion has occurred since Dr. Nyswander 
first entered public health and partly be- 
cause of the dynamic changes now in 
progress. 

Many forces are importantly related 
to the process of health education—the 
health level of the people, the disease 
problems causing disability and death, 
the health resources available, the physi- 
cal location of the people, the communi- 
cation media, the economic and cultural 
resources, the kinds of action people 
must take to improve their health, and 
the facts known about behavior and its 
change. A review of the changes in 
these elements should help to focus to- 
day’s health education efforts and may 
point toward possible future develop- 
ments. 

What were the conditions existing, 
roughly, a quarter of a century ago? 
When Dr. Nyswander began her pioneer 
work in public health how adequate 
was the information that could be given 


Dr. Derryberry is chief, Public Health 
Education Services, Public Health Service. 
U. S. Denartment of Health, Education, and 
Welfare, Washington, D. C. 

This paper was condensed from the Dorothy 
B. Nyswander Lecture, given on the eve of 
her retirement at the School of Public Health, 
are of California, Berkeley, May 21, 
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about the health problems of that time? 
What were some of the educational and 
sociologic situations that influenced the 
health education efforts? What was 
known about learning and behavior 
change that could be applied to health 
education tasks? 

One-fourth of the deaths were from 
acute infectious diseases. Diphtheria, 
scarlet fever, pneumonia, septicemia, 
whooping cough, infant diarrhea and 
enteritis, tuberculosis, malaria, dysen- 
tery, and syphilis were the diseases that 
held the forefront of attention. They 
were the concern of both the profes- 
sional health worker and the public. 
Why these diseases demanded so much 
attention and interest is quite under- 
standable when one considers that in 
the early twenties the number of re- 
ported annual deaths for most of the 
more fatal infectious diseases exceeded 
the number of cases now reported an- 
nually. Actually, the average annual 
deaths from all infectious diseases for 
the three-year period 1924-1926 was 
305,000; whereas for the period 1954— 
1956 the average was 82,000.' 

The significance of these figures be- 
comes all the more evident when it is 
recalled that the population in which 
they occurred was less than two-thirds 
of its present size, and also that report- 
ing of vital events was much less com- 
plete then than it is today. 

These were the problems toward 
which public health and health educa- 
tion were directing attention in the late 
twenties. To be sure, chronic diseases 
and other disabling conditions were 
among us, but by and large they were 
looked upon by the people as the natural 
result of growing old. It was the acute 
illnesses that aroused the people’s con- 
cern. When disease struck, usually 
many members of the community were 
involved, onset was fairly sudden, and 
the end result was often tragic. 

The widespread interest of people in 
avoiding the infectious diseases was a 
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real asset to health education. -People 
responded to education about the need 
for health departments and many were 
organized about that time. What is 
more, the departments were given 
unusual authority to enforce regulations 
and carry out sanitary measures to re- 
duce communicable disease hazards. 
This community action may have some- 
what obscured to workers of that day, 
and even of this, the motivational fac- 
tors in the situation as | shall attempt 
to point out later. 

But other elements in the situation at 
that time were not so favorable for ef- 
fective education on how to avoid these 
diseases or reduce their impact, if one 
was stricken. There was not always 
clear, specific information that could be 
given on what to do. To be sure, vac- 
cination against smallpox had been a 
preventive since 1798 (1800 in this 
country),? but this protective action 
often was not readily taken because the 
aftereffects of vaccination were fre- 
quently painful and disfiguring. Mass 
immunization against diphtheria became 
available in the early twenties, but for 
most other conditions no specific indi- 
vidual action could be advised, either to 
prevent the disease or to cure it.® 

Such information and advice as was 
given was on general cleanliness— 
thought of as next to godliness—and 
rules of hygiene. The exact relation 
that taking baths and observing such 
other rules bore to specific disease pre- 
vention was not scientifically determined 
and hence was often impossible to ex- 
plain to the public. 

From the standpoint of education ap- 
proximately 6 per cent of our popula- 
tion 10 years of age and over were 
illiterate, and the median number of 
school years completed was only about 
eight years. Among groups with such 
limited educational experience it was 
difficult to interpret scientific findings 
of medicine into meaningful terms for 
behavior change. 
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Nearly one-half of the people lived in 
rural areas where opportunities for com- 
municating information infre- 
quent. Health workers had little chance 
to study the existing health ideas and 
practices of these rural folk as a basis 
for planning meaningful education. 

Even where there was specific health 
information to communicate to the peo- 
ple, there was not the extensive mass 
communication network of today. 
Radios did not become available com- 
mercially until 1921° and, of course, 
television was mentioned only in science 
fiction. 

The average weekly earnings of all 
wage earners was under $27.00 per 
week.? The extremely low income of 


many people, which this average reflects, 
may not have reduced their concern 
about health, but in the struggle for the 
other necessities of living they often 
could not afford the health action that 
might have been indicated. 

Individuals engaged in health educa- 


tion (there were a very few pioneering 
health educators) were not only ham- 
pered by a lack of scientific medical 
knowledge, by limitations in communi- 
cation, and by educational and economic 
considerations, but were just as seri- 
ously hindered by the lack of under- 
standing of how people—especially 
adults—learn and change their behavior. 

Much research had been done by psy- 
chologists, sociologists, and anthropol- 
ogists, and was being done at this time, 
but their findings had not yet been made 
available in forms which health workers 
found usable. 

Much of the effort of the psycholo- 
gists was being devoted to psychologic 
testing of intelligence and personality 
traits, together with statistical manipu- 
lations or interrelations, in the search 
for causal factors. In general, psychol- 
ogists were not too interested in prac- 
tical problems. Social psychology, as 
such, had not yet been accepted as an 
experimental social science. Group be- 
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havior was explained, using such vague 
concepts as “instinctive social forces,” 
or “the mob spirit,” or “the group 
mind.” The public health worker found 
little practical advantage in understand- 
ing these concepts. 

The sociologists’ contributions were, 
primarily, systematic descriptions of so- 
ciety and the inner workings of the so- 
cial components of a community. Health 
workers, in general, felt more at home 
with the methodology involved in such 
descriptions, for it more nearly ap- 
proached the type of data collection and 
treatment they were accustomed to using 
in their epidemiologic investigations. 

In so far as anthropology was con- 
cerned, it was just beginning to focus on 
modern culture. Much of the investiga- 
tive effort up to this time had been spent 
in intensive field work, recording in de- 
tail the customs of the primitive peo- 
ples of the earth. 

In general, social scientists had little 
to offer public health in the way of 
practical knowledge, primarily because 
they were not too interested in com- 
municating what information they had 
uncovered. At the same time, public 
health workers were scarcely aware of 
social science as a rich source of help 
for their problems. Even had they 
been aware, the communication prob- 
lem probably would have been a barrier. 

Lacking systematic and scientifically 
established knowledge about ways of 
educating the public and of changing 
their habit patterns, health workers 
often borrowed methods from fields of 
endeavor whose goals seemed analog- 
ous to those of public health. The 
methods of the advertiser were bor- 
rowed and widely used as health edu- 
cation technics. For example, one 
health department developed the slogan, 
“Health Is Purchasable,” as a means of 
getting appropriations. If these meth- 
ods were questioned, they were justified 
by statements such as: “The business- 
man uses these advertising procedures 
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to sell his product. If they didn’t pay 
in terms of more sales, you can be sure 
he wouldn’t use them. Why shouldn’t 
we use his methods to sell health?” 

In an effort to interest school children 
the health message was sugar-coated. 
Health songs, poems, dramatizations, 
fairy stories, and the like were used ex- 
tensively without any follow-up or 
measurement of their value. 

Such was the situation when our 
honored guest first accepted a research 
position in a health agency. Now let 
us look at some of the developments that 
have taken place during the period of 
her service in public health. These 
are the changes to which she has been 
constantly adjusting to provide up-to- 
the minute leadership in health educa- 
tion. 

First, in the medical and health area 
itself, the clinical and natural science 
laboratories, together with field experi- 
ments, have concentrated on determin- 
ing the specific cause, as well as the 
most effective control agent, for each 
of the major infectious diseases. With 
such specifics as mass protection through 
sanitation, immunizing agents, sulfa 
drugs, penicillin and other antibiotics, 
most of the infectious diseases have been 
brought under control. 

Second, means of communication 
have increased at an almost miraculous 
rate. It would be difficult to find a 
household without at least one radio.* 
In August of last year the Bureau of the 
Census reported that 76 per cent of our 
households had one or more television 
sets. The circulation of periodicals has 
almost doubled, and the distribution of 
newspapers has increased, though at a 
much slower rate. Thus, there are few 
people in the United States who are 
physically cut off from new informa- 
tion that might have value to them in 
improving their health. 


* In 1950, 96 per cent of the dwelling units 
in the United States had at least one. 
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Third, discoveries in the field of 
atomic energy no longer astound us. 
We have come to expect them. How- 
ever, one that may have real significance 
for health improvement was signalized 
early this year. A complete luncheon 
of appetizer, entree, vegetables, salad, 
and dessert—prepared from food that 
had been preserved over a considerable 
period of time by radiation—was served 
to a large public group in Washington. 
The guests were most enthusiastic about 
the natural flavor of the food. Consider 
what this can mean for nutrition and 
nutrition education, not only in this 
country, but all over the world. 

Fourth, there are many other material 
developments in electronics, chemistry, 
physics, and the like, which have con- 
tributed to our way of living. They all 
make possible the realization of some 
of our goals, so that time and energy 
are available for other pursuits. They 
are considerations that will enter into 
health education planning now and in 
the future. 

Fifth, many economic and sociologic 
changes have taken place. Practically 
all of our population can now read. 
The median years of school completed 
by persons 14 years and older is more 
than 10, and a fourth of our total pop- 
ulation is in school. We are rapidly 
reaching the stage where most of the 
complexities of health problems can be 
communicated and understood by all of 
our people who have a desire to know 
and understand. The total national in- 
come of almost four hundred billion is 
the highest in the history of the country. 
In terms of individual income, the me- 
dian for urban and rural nonfarm fam- 
ilies surpasses $4,000 and farm income, 
though somewhat below 1952, has im- 
proved much in the last quarter cen- 
tury. This greater purchasing power 
makes vastly improved and increased 
health services a possibility. But we 
must be realistic, and recognize that 
other desires come into play when peo- 
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ple consider how to spend their income. 

There is one other sociologic change 
which I should like to mention. Rural 
living is becoming less and less attrac- 
tive. Earlier, half of our people lived 
in rural areas; now the proportion is 
barely a third and is constantly de- 
creasing. At the same time there is a 
movement away from cities to the sub- 
urbs. The real sociologic and edu- 
cational significance of this trend is 
only beginning to be investigated. There 
is some evidence that there is greater 
community spirit in suburbia than at 
the center of the city. At the same 
time there is competition between com- 
munity loyalty to activities at the place 
of work and those at the place of living. 
Here is a problem that health education 
will need to study both for programs 
today and in the future. 

While not as spectacular as the tech- 
nologic applications of the physical and 
biologic research findings of the past 25 
years, nor as apparent as the economic 


and sociologic changes just mentioned, 
progress in understanding the “how” 
and “why” of human behavior has been 
equally significant. Until World War II 
the psychologists, sociologists, and an- 


thropologists, each with their own 
unique methodology, probed human be- 
havior in terms of their own frame of 
reference. For example, the Freudians 
focused their investigations on the inner 
dynamics of the person. Others, like 
the behaviorists, concentrated their 
study on variables external to the indi- 
vidual. Still others of the Lewinian 
school stressed in their investigations 
such concepts as goals, objects, or activi- 
ties sought by people. They studied 
extensively the decision-making process, 
particularly as it relates to actions a 
person or group will take voluntarily. 

The Second World War created a 
new settirig for social science study and 
investigation. It brought together re- 
searchers from the various groups or 
schools of thought, forced them to com- 
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municate with one another and to apply 
their theories and ideas to specific prob- 
lems concerned with the war effort. 

Out of the joint work on such prob- 
lems as recruiting and selecting persons 
for specific war tasks, selling war bonds, 
reducing absenteeism, increasing pro- 
duction, and raising morale, a more gen- 
eral kind of orientation in the behavioral 
sciences emerged. As a result of the 
practical outcomes from these com- 
bined efforts, both government and in- 
dustry made available large sums of 
money for theoretical and practical re- 
search on human behavioral problems. 
Yet, with all of the advances they have 
made, no unified theory of human be- 
havior acceptable to all the scientists 
has been developed which health educa- 
tors can apply to their work. However, 
some broad concepts are available for 
our use. 

Behavior is now seen as the function 
of a great many variables—motivational, 
perceptual, social, and cultural. How 
an individual acts and thinks in specific 
situations seems to depend on inner 
drives arising from his personal goals 
and needs, his perception of the situa- 
tion, and his past experiences, plus the 
influence of external factors of the sit- 
uation, including the cultural patterns 
and social structures in the society to 
which he belongs. Common goals and 
experiences of people result in the ob- 
served similarities in the behavior of 
groups, while the individual’s own pe- 
culiar experiences and motivations pro- 
duce ways of acting, thinking, perceiving, 
and believing that are unique to him. 
This formulation emphasizes the need 
for health workers to obtain far more 
specific information about the goals, 
personality needs, perceptions, and value 
patterns of individuals as essential data 
for planning educational programs for 
health improvement. 

It has been shown that people every- 
where organize themselves in certain 
ways which divide them into different 
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cultural, class, or status groups, with a 
resultant limitation on full communica- 
tion between groups. What better illus- 
tration of this concept and its operation 
do we need than the cultural and status 
differentials between doctors and lay- 
men, and the problems in communica- 
tion that result. Improving the com- 
munication between such groups, and 
especially doctors and the public, is a 
task that will demand much ingenuity 
on the part of health educators. 

In the health work in other countries, 
as well as among some of the minority 
groups in this country, the importance 
of existing cultural patterns and con- 
cepts has been shown by social scientists. 
They have also analyzed the way in 
which cultural changes may be brought 
about or resisted, and how these have 
meaning to our health planning. 

A complete catalogue of social science 
concepts useful to health educators is 
beyond the scope of this paper. Enough 
has been given, however, to suggest that 
the progress behavioral scientists have 
made over the years provides a rich 
storehouse for educators and practition- 
ers in the public health field. 

In addition to the scientific findings 
on behavior there is the development 
of new methods for uncovering mean- 
ingful information about individual and 
group behavior. Methods of sampling, 
interviewing, open-end questioning, pro- 
jective technics, and other such proced- 
ures have been improved and developed. 
In health education we need to become 
acquainted with ways of adapting these 
research tools and making use of them 
in our day-to-day practical work. 

One other encouraging development 
is the trend toward behavioral research 
in the content area of public health. 
The work of Paul, Simmons, Saunders, 
and Koos, as well as the work of Knut- 
son and his staff in the United States 
Public Health Service, are merely the 
beginning of what will be a tre- 
mendous expansion of the theoretical 
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and the practical research in this area. 

In this rapidly changing social and 
technologic milieu what are some of the 
problems facing health education? The 
major specific health problems are those 
of chronic diseases, accidents, alcohol- 
ism, and mental illness. As we con- 
template the job to be done in connec- 
tion with these problems, I should like 
to emphasize some essential differences 
between them and the problems on which 
so much progress has been made in the 
past. 

For many of the infectious diseases 
responsibility for control rested with 
the health authorities. The health de- 
partment, through some measure such 
as water treatment or enforcement of 
sanitary regulations, provided protection 
for all the people, regardless of their 
own personal actions. Even where pre- 
vention depended on the people taking 
some action, it usually was a single act, 
such as immunization or vaccination, 
which was relatively inexpensive and 
not too inconvenient. Very often the 
action was taken on behalf of a child 
and not for the health of the indi- 
vidual who took the action. 

But prevention or control of the con- 
ditions facing us today demands quite a 
different set of behavior patterns. Self- 
initiated action is required of the person 
whose health is involved. The indicated 
action may often lead to considerable 
expense, may be grossly inconvenient, 
and may require major revision of the 
individual’s habit patterns. 

For each of the diseases that have 
been “conquered,” science discovered a 
single direct cause in a bacterium, virus, 
or other invading organism and pro- 
vided a specific preventive or control 
measure. The direct cause-and-effect 
relationship between actions taken by 
the people and the results achieved were 
easy to demonstrate. If children are 
immunized for diphtheria, pertussis, and 
tetanus they do not develop the diseases. 
Penicillin quickly conquers streptococ- 
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cal infections and DDT demonstrably 
reduces the mosquito population. In 
such situations, education is relatively 
easy, for the effects of the advised action 
are readily apparent to the individual. 

Over the years the success of scien- 
tists in finding the single cause for each 
of so many diseases and in developing 
a specific either for its prevention or 
control has led the public to expect a 
continuation of miraculous discoveries 
of fairly simple, easy-to-use remedies. 
Witness the rapid acceptance of the polio 
vaccine when it was released. It is 
doubtful that any other medical dis- 
covery has been accepted by the public 
with such alacrity. And this has taken 
place in spite of some of the unfavor- 
able circumstances that arose. This 


public expectation of a single causation 
of disease entities and ready acceptance 
of new discoveries, particularly when 
they are simple and easy to take, is a 
real handicap to health education in 
today’s problems. 


So far as we know the chronic dis- 
eases and other health problems of to- 
day are caused by a multiplicity of 
physiologic, psychologic, and sociologic 
factors. It is not likely that a single 
causative organism or chemical will be 
found. Neither does it seem likely that 
a single preventive or control method 
will become available. Of course, I 
realize that tomorrow some laboratory 
may discover a formula for the Fountain 
of Youth which will out-date this in- 
formation, but from the evidence now 
at hand we are forced to assume that 
such control as can be accomplished will 
probably depend on a series or combina- 
tions of actions, some, if not all, of 
which will demand changes in habits of 
a lifetime. Furthermore, even if the 
actions for prevention or control are ef- 
fective, the cause-and-effect relationship 
is not likely to be so readily apparent 
to the people. When people expect a 
single causation for a given disease and 
a single action to bring about control, 
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it will not be easy to stimulate a series 
of actions the effect of which cannot be 
easily demonstrated. 

May I say, also, that this problem 
exists no less with the profession than 
with the public. It is difficult for the 
professional person also to identify 
clearly the role of education in dealing 
with problems that are ambiguous as 
to cause and complex in their solution. 

This widespread expectation that a 
single disease has a single cause and a 
simple cure plays directly into the hands 
of quacks. Recently, Postmaster Gen- 
eral Summerfield reported that “sure- 
cure” medical quackery by mail had 
“reached the highest level in history.” 
During the past year “. . . postal inspec- 
tors have prepared cases representing an 
annual loss to the public of fifty million 
dollars.” § To develop ways to combat 
quacks in their exploitation of this ad- 
vantage is a challenge to us in health 
education. Many lives could be saved 
that are lost because of dependence on 
quacks. 

The task of effecting an understand- 
ing of multiple causation is made even 
more difficult by the lack of scientific 
evidence and resultant lack of medical 
agreement on the combination of causes, 
the relative importance of each cause, 
and the combination of steps that one 
needs to take to avoid the conditions. 
Even in diabetes, where the disease proc- 
ess is better understood than in most 
chronic disorders, there are purists in- 
sisting on strict diet or chemical 
control; the free dieters prescribing 
symptom control; and the middle-of-the- 
roaders that combine chemical and 
symptom control. 

In less well defined areas the dif- 
ferences in treatment are even more 
varied. Imagine the confusion of pa- 
tients who may get conflicting advice on 
what to do about their illness from 
differing house officers or residents, 
even in the same teaching hospital. 
Recently, we have had a health educa- 
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tor working in the chronic disease ward 
of a general hospital. One of her 
important findings was the diversity of 
medical opinion on what kinds of ad- 
justments—diet, work patterns, drug 
therapy—the same patient should make. 
What kinds of learning experiences can 
the educator create for constructive be- 
havior-change, when the change needed 
is not well established? I recounted 
this dilemma to a leading medical edu- 
cator. His answer, though scientific, 
in no way provided a solution for the 
problem. He said, “Well, the evidence 
shows that widely divergent methods 
seem to have approximately the same 
degree of effectiveness.” 

Until medical research has proof of 
causes of our present conditions and ef- 
fectiveness of combinations of habit pat- 
terns in controlling or curing each con- 
dition, health education is going to be 
seriously hampered in making its poten- 
tial contribution to the reduction of the 
disabling conditions occurring today. 

In addition to the difficulties health 
education faces, with respect to the 
health problems and to the educational 
work that can be done, there are two 
other realities in our society that have a 
bearing on the future of health educa- 
tion. The first concerns the degree to 
which health operates as a motivating 
force in determining behavior. 

Earlier, I indicated that the public’s 
and the health worker’s common concern 
about the acute infectious diseases might 
have obscured to the public health 
worker the importance of motivation in 
the public’s behavior. We tended to 
assume that the interest of the public 
in health, as a goal in life, was equiv- 
alent to ours. We are now beginning 
to discover that health, per se, is not 
always the important goal that motivates 
people’s actions. 

Stouffer, in his study of the concerns 
of a cross-section sampling of Ameri- 
cans, showed that health, either their 
own or that of someone in the family, 
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was mentioned by only 24 per cent of 
the people.® Rosenstock, in his pretest 
sample for a study on perceived needs 
of people, found a similar figure. He 
was able to identify one group that 
always mentioned health; this comprised 
the parents of small children. Their con- 
cern was not about their own health, 
but that of their offspring. Here is 
a health concern that has remained rela- 
tively constant over the years.'® 

But the large majority of the popula- 
tion have concerns other than health. 
Their present physical condition seem- 
ingly is no deterrent to the achievement 
of personal goals, such as professional, 
economic, social, or political success. 
Witness the long, strenuous hours put 
in by our physicians and the resultant 
high rate of heart disease in that oc- 
cupational group. Certainly, no health 
adviser would prescribe the rigors of 
campaigning to which our politicians 
subject themselves, nor the all too fre- 
quent banquets which the successful ones 
must attend. 

It may be disconcerting to us as health 
workers to accept the existence of this 
low level of concern about health. This 
is particularly so, since the social scien- 
tists have demonstrated that people do 
not act unless they are motivated, or 
otherwise see their action as satisfying 
some goal they have. 

Another reality which health educa- 
tion must face is that many of the social 
problems of today require action on a 
broader front than the present operat- 
ing definition of health embraces. Prob- 
lems of the aged, juvenile delinquency, 
civil rights, slums—city and rural—un- 
planned suburbia, all have health 
aspects, but sometimes health plays a 
minor role. 

Full solution of the problems requires 
the skills and talents of many profes- 
sional groups and organizations work- 
ing together. For example, meeting the 
problems of the older person demands 
the skills of individuals who can help 
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on income maintenance, recreation, vo- 
cational rehabilitation, education, hous- 
ing, and health, to mention only the 
most obvious ones. 

These last two facts, namely, that the 
primary concern of many people is with 
goals other than health and that the 
scope of social problems in communi- 
ties embraces many more facets than 
health pose real difficulties for health 
education in the future. 

Are we, as health educators, going to 
manipulate the people, or otherwise pres- 
sure them into doing something about 
health and neglect the other aspects of 
the broad problems confronting them? 
Are we going to work with them to 
achieve some aspects of their goal, so 
that they will reward us by working 
on the health problems of our concern? 
Or are we going to help people, individ- 
uals and groups, to achieve the con- 
structive goals they have regardless of 
their relation to health? And if we do 
concentrate our effort outside the health 
area, how is our health administrator 


going to perceive us, even though our 
efforts may contribute ultimately to 


long-term health improvement? These 
questions pose a real dilemma for us in 
health education. 

Surely, there are a number of ways 
in which the problem can be met. One 
possible direction might be the broaden- 
ing of the health educator’s role so that 
he might be able to help individuals and 
communities cope with the problems of 
their concern. In such a role he would 
do the same things that good health 
educators do, except that the content 
area in which he works would not be 
limited to health. Specifically, the task 
would be to assist people to obtain the 
best technical resources available and 
also help them to comprehend the 
“pros” and “cons” of the alternative ac- 
tions they might take. Once they reach 
a decision he would help in planning 
the step-by-step action they need to take 
in order to reach their goal. To be 
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effective he would need to know the 
sources of technical competence on a 
wide range of problems, but not neces- 
sarily be the source of information 
himself. 

Actually, what is being suggested is 
a type of professional community 
worker who will do for human better- 
ment everywhere what the county agent 
or extension worker has started to do 
for the betterment cf farmers in selected 
demonstration areas. The type of work 
may be signified by some such title as, 
“Extension Worker for Conservation of 
Human Resources.” Of course this title 
is much too long, but it suggests the 
breadth of educational responsibility 
involved. Think of the rapid, practical 
translation of scientific findings into im- 
proved human living, if in every com- 
munity of this country there were avail- 
able a community worker who was 
effective in giving such educational 
service. 

Perhaps some of you are thinking, 
“What would this mean for health edu- 
cation and health educators?” Would 
it not mean broadened scope of activi- 
ties, greater freedom to work in all 
phases of human improvement and 
opportunity to utilize to the maximum 
the findings of the behavioral sciences 
concerning individual and group be- 
havior change? Ultimately, we might 
be joining hands with agricultural ex- 
tension workers, rural development 
workers, and adult educators, each of 
whom would likewise broaden his scope 
and horizons as well as become more 
qualified in the fields in which he is 
not now working. To our background 
in social science, education, and knowl- 
edge of health resources we would add 
information about the technical re- 
sources in all the other fields. But 
this would not be such a difficult task. 

There are many unanswered ques- 
tions about this concept. To whom 
should the worker report? How would 
the community worker keep up on all 
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new developments? Who should pay 
for such a person? Would health, rec- 
reation, housing, rehabilitation, and 
other social program administrators be 
willing to permit communities to decide 
the problem on which they would work 
if the vested interests of the social agen- 
cies were not served ? 

These are only some of the many 
valid questions that need to be answered 
concerning this one proposal. Doubt- 
less there are other suggestions for the 
kinds of constructive change which 
health education should be making to 
fit into the realities of today’s society. 
As a young profession, we should be 
constantly seeking effective ways to im- 
prove human living and make it more 
satisfying. In so doing we shall need 
to be constantly alert to the problems of 
concern to the people and to utilize all 
that is known about the way people 
react, think, and work. If the new ways 
of working encounter administrative 
and organizational barriers, we should 
seek satisfactory ways of overcoming 
them. After all, administration and or- 
ganization are creatures of our own de- 
velopment. They, too, are subject to 
change. 

In honoring our guest tonight, we 
have reminded her of the vast changes 
she has experienced since she first 
started contributing to public health. To 
many of these changes she has made 
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tremendous contributions. One last 
one, unmentioned until now, is the de- 
velopment of a professional corps of 
health educators. Her students, and the 
work they are doing, attest to the ex- 
tensive contribution she has made to 
this development. As we in health edu- 
cation now look to the future and the 
possible expansion of the scope of prob- 
lems on which we can work, I feel cer- 
tain that we will accept the challenge 
and pioneer as Dr. Nyswander has done 
always thinking ahead, testing, revising, 
improving, and contributing to make the 
lives of all of those with whom we work 
much more satisfying. 
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Role of Dietary Fat in Human Nutrition 
I—Role of Unsaturated Dietary Fat in Infant Nutrition 


ARILD E. HANSEN, M.D., Ph.D. 


The role of fat in human nutrition 
has received a great deal of atten- 
tion in the last few years. It has 
been the subject of considerable in- 
vestigation and controversy, partic- 
ularly in relation to the develo 
ment of atherosclerosis and t 
causation of ischemic heart di 

For this very reason, it is important 
to have an authoritative overview 
of the current status of the fat 
problem. Dr. Hansen’s paper is 
the first of a series devoted to this 
area of investigation. It appears 
that certain fatty acids, particularly 
linoleic acid are essential in infant 
nutrition, and it is suggested that 
these nutritional constituents may 
play a more important part in adult 
nutrition than has hitherto been 
realized. 


In contrast to statements made by 
some speakers during this symposium, 
pointing to a “recent” interest in the 
essential fatty acids, our laboratory and 
clinic has for many years devoted con- 
siderable attention to the subject in an 
attempt to learn the meaning of a rather 
unique phase of nutrition. The reason 
for this prolonged concern has been our 
belief that linoleic acid plays some basic 
metabolic role in human subjects. Fur- 
thermore, it was felt that to better under- 
stand human nutrition, particularly as 
it concerns the infant, detailed consider- 
ation must be given to these fatty com- 
ponents of the diet.* 


*Lest one err by not acknowledging the 
inestimable aid of one’s associates I wish it 
understood that without the assistance and 
stimulation of a number of collaborators my 
contributions would have been inconsequen- 
tial. At this time, I wish to mention some 
of these: Hilda F. Wiese, William Redman 
Brown, George O. Burr, Irvine McQuarrie, 


William R. Wilson, and Doris J. D. Adam. 


During my early years in practice it 
was commonly accepted procedure to 
remove fat from the diet of infants suf- 
fering from eczema. This dietary change 
seemed to be of little help and the chal- 
lenge of the opposite approach, namely, 
to add fat to the diet, seemed sufficiently 
inviting to try it as an adjunctive meas- 
ure for the treatment of infants with 
intractable eczema. The clinical im- 
pression was obtained that a number of 
infants so treated were benefited. Sev- 
eral such experiences led to a study of 
the blood fats of infants. 

Early studies revealed that infants 
with chronic eczema tended to have 
iodine numbers of the serum fatty acids 
which were in a lower range than those 
of control infants having no abnormality 
of the skin. In the initial studies the 
mean value of the iodine number of the 
serum fatty acids in patients with 
eczema was 84 compared with 112 for 
control subjects. Although many pa- 
tients with chronic dermatitis were given 
fat supplements, such as fresh lard, raw 
linseed oil and corn oil, and often with 
rather striking effectiveness clinically, it 
was soon realized that a dietary sup- 
plement of fat rich in the essential fatty 
acids was not a panacea for all that is 
called “eczema.” By the same token. 
the conviction became firm that one of 
the factors concerned with maintenance 
of the integrity of the skin might well be 
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the essential fatty acids, particularly 
linoleic acid. The discovery of Burr and 
Burr concerning the essential nature of 
certain unsaturated fatty acids was of 
distinct significance in nurturing our 
clinical conviction. Although early stud- 
ies with George O. Burr had disclosed 
that the blood serum of fat deficient rats 
absorbed less iodine and the iodine num- 
bers of the fatty acids were lower than 
those of healthy control animals, it was 
not possible to determine whether the 
differences in iodine number were due 
to lesser amounts of unsaturated fatty 
acids or to greater amounts of unsatu- 
rated fatty acids in the blood serum. 
Hence, it seemed axiomatic that in order 
to learn something definitive in relation 
to the essential fatty acids regarding hu- 
man nutrition, it was necessary to have a 
method of measurement for specific un- 
saturated fatty acids in blood. 

Two features seem to stand out which 
have been helpful toward reaching a 
means of measuring the unsaturated 
fatty acids in the blood and body tissues. 
In collaboration with William R. Wilson 
a semimicrogravimetic technic was de- 
veloped by which the fatty acids were 
separated from the nonsaponifiable frac- 
tion of the lipid extract. One was able, 
then, not only to measure the amount of 
fatty acids in the blood serum, but also 
to determine their average molecular 
weight and average iodine number. It 
was felt that with more definitive data 
thus available concerning the fatty 
acids, it was no longer necessary to 
make adjustments as had been required 
by the currently employed oxidative 
and titrimetric methods of determina- 
tion. Next, the rather arduous task was 
undertaken to identify specific unsatu- 
rated fatty acids in the serum. To pur- 
sue this idea it was decided to study 
dogs. Young puppies were maintained 
on diets very low in fat content, whereas 
control animals were given the same 
diet except for various kinds and 
amounts of fat. The dogs proved to be 
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very valuable for study not only because 
it was possible periodically to obtain for 
analysis specimens of blood serum and 
body tissues, but particularly because 
young puppies were found to develop 
dramatic evidences of fat deficiency. 
After considerable and sustained efforts 
in collaboration with my colleague, 
Hilda F. Wiese, it was possible to de- 
velop a spectrographic method for de- 
termination of the two, three, and four 
double-bond fatty acids in blood serum 
and tissues. The results were found to 
correlate well with the dietary history 
of the animals as well as their clinical 
condition. Because the method proved 
so satisfactory, we felt justified in pur- 
suing the task of measuring various un- 
saturated fatty acids in the serum of 
human subjects. 

Rather early in the study of the es- 
sential fatty acids it was found that the 
magnitude of the requirement for spe- 
cific fatty acids was not in the same 
category as were the requirements for 
various vitamins, yet, obviously it was 
not in the same range as fer water, 
proteins, carbohydrates, and fat per se. 
At the same time it seems that the slow 
acceptance of the discovery of the es- 
sential nature of dietary fat has been 
due in part, at least, to the relatively 
small amount of specific fatty acids 
required to prevent evidence of fat 
deficiency. It must be emphasized that 
it was not until diets extremely low 
in fat were used that the role played by 
certain fatty acids in experimental 
animals became a matter to be reckoned 
with nutritionally. 

For some reason or other during the 
past century, relatively few attempts were 
made to study in man the effects of diets 
very low in fat. The first study under- 
taken to correlate dietary intake of fat 
with the serum lipid findings was made 
on infants in whom the use of rela- 
tively low fat diets was a necessary part 
of their therapeutic regimen. The de- 
gree of unsaturation of the fatty acids 
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of the serum was found to be lower 
than when ordinary diets were used. 
The first long-term study attempting to 
elucidate the significance of fat in the 
diet was made when William R. Brown, 
a collaborator of Burr, volunteered to 
maintain himself on a diet similar in 
composition to that given the experimen- 
tal animals that developed evidences of 
fat deficiency. He remained on this 
regimen for six months; during this 
time he was my house guest and my wife 
did her best to make the stringent diet 
as palatable as possible. At times, min- 
eral oil (with cellulose and sugar) was 
used in baking “biscuits” and “cookies” 
but diarrhea invariably developed so 
that only small amounts of mineral oil 
could be used as a substitute for shorten- 
ing. Although the methods for deter- 
mining linoleic and arachidonic acid as 
the tetra- and octabromides were rather 
unsatisfactory, the results indicated a 
decrease in values in keeping with a 
definite lowering of the iodine number 
of the fatty acids of the serum. The 
subject lost weight despite what was con- 
sidered an adequate caloric intake for 
him, and his nonprotein respiratory 
quotient increased to well over 1.00. On 
the basis of the findings in this study 
the conclusion was drawn that the 
human being apparently did not syn- 
thesize essential fatty acids, although it 
was evident that more refined technics 
were necessary for convincing proof. 
Our next extensive experience with the 
use of a low-fat diet was in an infant 
with chylous ascites where it was 
deemed wise therapeutically to employ 
a skimmed milk diet. The infant was 
kept on this regimen until 23 months 
old, although after six months of age 
solid foods low in fat were added to 
the skimmed milk diet. Progress was 
quite satisfactory, but it was noted that 
the infant’s food consumption was great. 
At times eczematous patches developed 
on the body. It was also found diffi- 
cult to clear the skin after impetigo 
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had developed on one occasion, and a 
chronic dermatitis following prickly 
heat on another. The iodine number of 
the fatty acids was very low. 

After the development of the semi- 
microspectrographic method of Wiese 
and Hansen, the results of which were 
found to correlate well with the dietary 
history of the dogs, their general condi- 
tion, as well as the histologic alterations 
in the skin, we felt justified in attempt- 
ing to ascertain some idea of the mag- 
nitude of the human requirement for 
essential fatty acids by correlating the 
blood serum values for the two, three. 
and four double-bond fatty acids with 
the dietary intake of fat, especially in 
relation to the amount of linoleic acid 
present. Some 20 infants were fed 
on milk mixtures containing various 
amounts and kinds of fat. These stud- 
ies have not been completed; hence, the 
data are not available. However, from 
preliminary observations, it appears that 
the blood serum levels for two, three, 
and four double-bond fatty acids reflect 
to a remarkable degree the dietary in- 
take of linoleic acid. In addition, food 
consumption on the unit body weight 
basis appears to be affected by the kind 
and amount of fat in the diet. This 
finding is not out of line with observa- 
tions made with experimental animals. 

In order to attempt to ascertain the 
nutritional significance of these fatty 
acids from the general pediatric or the 
public health viewpoints, our present 
studies deal with clinical and chemical 
changes found in infants fed on differ- 
ent milk mixtures varying in fat and 
linoleic acid content as are present in 
the milk preparations used in everyday 
infant feeding. We trust that the results 
will lead to a better understanding of 
infant nutrition from the clinical view- 
point and ultimately thereby contribute 
to a clearer view of the dietary and 
metabolic role of linoleic acid. It is, 
perhaps, no accident that the natural 
food of babies contains some three to 
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four times more linoleic acid than is 
present in the usual cow’s milk mixtures 
used in infant feeding. Arteriosclerosis 
is not a problem in the childhood age, 
but one may conjecture that an adequate 
dietary intake of linoleic may have influ- 
ences which do not become of signifi- 
cance until years later. Character is 
molded during infancy and childhood, 
and it may be that early dietary habits 
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influence the vascular integrity of man. 
Such a possibility can be established 
only by long and well controlled studies. 
We trust that the recent upsurge in 
interest in the essential fatty acids in 
relation to human nutrition and metabo- 
lism will accelerate the necessary en- 
deavors to bring the field of the 
essential fatty acids into its proper 


perspective. 


\I—Role of Unsaturated Fat in Adult Nutrition 


J. M. R. BEVERIDGE, Ph.D., M.D. 


There is no doubt that lipids have 
a significant effect on the nutrition 
and well-being of the human or- 
ganism. Nonetheless, the final an- 
swers are yet to be made. In this 
second paper of the series on the 
role of dietary fat in adult human 
nutrition, the author reviews our 
knowledge in this field delineating 
what is known, as well as the prob- 
lems that still require adequate in- 
vestigation. Special emphasis is 
given to the unsaturated fatty acids. 


*§ Authoritative information on the role 
of fat in human nutrition is extremely 
meager. There are, of course, very good 
reasons for this since both practical and 
humane considerations militate against 
any long-term study on the effect of 
fat-free diets in human beings. Despite 
the paucity of knowledge in this field, 
I have resisted the temptation to review 
and present the relatively voluminous 
experimental work on the lower mam- 
mals and to make hazardous and possi- 
bly untenable extension of these find- 
ings to man. 

Perhaps it should be made clear 
straightaway that the term fat is used 
here to mean not only triglycerides, but 
also to include those substances usually 
associated with triglycerides in the dis- 
crete natural fats as they are sold. This 


interpretation justifies a reference to 
plant and animal sterols and to other 
compounds present in the unsaponifiable 
matter. This point is made since at the 
present time the nutritional effects of 
these various components have yet to be 
unequivocally determined. 

There are a number of obvious roles 
for fat in nutrition, but I shall make 
only a passing reference to a number of 
these. The improvement of palatability 
of diets by the presence of fat is well 
known, but this practical and important 
facet of fat nutrition need not concern 
us at this time. The satiety value of fat 
and its function in supplying calories 
may similarly be passed over. 

Reference has been made in the liter- 
ature to a greater protein-sparing action 
of fat compared with equicaloric 
amounts of carbohydrate.’ Although 
this finding appears to be proved for 
experimental animals,” further work 
would be required to establish this point 
in human beings. The thesis that the 
essential fatty acids, linoleic, linolenic 
and arachidonic, play a role in the op- 
timal nutrition of infants as described 
for them by Hansen and colleagues has 
recently received further support from 
experiments by these workers (cf. pre- 
ceding article). However, the signs and 
symptoms of a deficiency of essential 
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fatty acids have yet to be produced ex- 
perimentally in the adult human being. 
W. R. Brown,’ in a study carried out 
in collaboration with Hansen, Burr, and 
McQuarrie, subsisted on a diet essen- 
tially free from fat for a period of six 
months but no clinical signs of defi- 
ciency appeared. Indeed the diet, ac- 
cording to the published report, ap- 
peared to be of benefit to him. The 
main finding of note was a relatively 
large decrease in blood levels of plasma 
linoleic and arachidonic acids. Although 
a requirement for these fatty acids has 
yet to be established for adult human 
beings, it is probable that they are in 
fact dietary essentials. 

In 1952 Waldron, Beidelman, and 
Duncan * made the extremely interest- 
ing observation that meals high in fat 
caused a decrease in the coagulation 
time of blood during the period of ali- 
mentary hyperlipemia. Although crit- 
icisms ® have been directed at the tech- 
nic of these workers, other investigators 
have confirmed their findings.®* Still 
other groups have failed to obtain this 
effect.*: 1°11 Further studies are re- 
quired to resolve these apparently con- 
tradictory findings. 

Another important aspect of fat me- 
tabolism that has received much atten- 
tion during the last few years has been 
the effect of high dietary fat levels in 
causing an elevation of plasma lipids. 
The implications of this finding are ob- 
viously of great significance. It would 
appear to me to be redundant to dis- 
cuss at length before such a group as 
this the thesis that increased plasma 
lipid levels may be an important con- 
tributing factor to the development of 
atherosclerosis. The fact that there is 
an association between high plasma lipid 
levels and a high incidence of athero- 
sclerosis is fully substantiated. Many 
studies 1* have been published demon- 
strating that groups of individuals with 
overt or proved atherosclerosis display, 
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on the average, higher plasma lipid 
levels than do others of the same age 
and sex who do not show any obvious 
signs of the disease. Since the so-called 
control groups undoubtedly had a sig- 
nificant degree of atherosclerosis that 
might be termed occult or hidden, it 
is indeed remarkable that this relation- 
ship was ever discovered. The impor- 
tant question that must be answered is 
whether or not the relationship between 
the disturbances in plasma lipid levels 
and atherosclerosis is one of cause and 
effect. The evidence bearing on this 
problem has been derived from work on 
experimental animals, and from epidemi- 
ologic, clinical, and pathologic studies 
on man, topics that are to be developed 
in forthcoming articles. It will be suffi- 
cient to state here that it seems justi- 
fiable and indeed advisable to regard 
high plasma lipid concentrations as a 
factor that potentiates the development 
of atherosclerosis in human beings. It 
follows therefore that information on the 
control, dietary or otherwise, of the 
levels of these plasma components may 
be of great importance. 

Of all the factors that control the 
concentration of cholesterol in the blood 
—hormonal imbalance, sex, coagulation 
factors, caloric balance, and diet—the 
latter is undoubtedly the most important 
because it has such a potent determin- 
ing effect and, furthermore, the diet is 
something that can be readily modified. 
The investigations on this role of dietary 
lipid cannot be reviewed in full due to 
lack of space. As an introduction to 
some of our studies,* using large groups 


* These studies were performed in collabo- 
ration with Drs. W. F. Connell, G. A. Mayer, 
J. B. Firstbrook, and Miss M. DeWolfe. 


Dr. Beveridge is professor and head of the 
Department of Biochemistry, Medical Faculty, 
Queens University, Kingston, Ont., Canada. 

This paper was presented before the Food 
and Nutrition Section of the American Pub- 
lic Health Association at the Eighty-Fourth 
Annual Meeting in Atlantic City, N. J., 
November 15, 1956. 
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of normal subjects, only a few pertinent 
references to work published prior to 
1954 will be made. Publications sub- 
sequent to this time will be mentioned 
at appropriate stages in relation to 
some of our experimental results. 

The central or prime role of dietary 
cholesterol in the production of greatly 
increased plasma lipid levels and the 
development of atherosclerosis in ex- 
perimental animals, first demonstrated 
early in this century by Anitschkow,™ 
led naturally to the assumption that 
dietary cholesterol produced a similar 
sequence of events in the human species. 
However, efforts to show that this die- 
tary component played this role in man 
have so far met with little success. The 
work of Keys and his colleagues '* 
and Hildreth, et al.,2° focused attention 
on the role played by high levels of 
dietary fat in causing an increase in 
blood lipids. The source and nature of 
the fat, whether of animal or vegetable 
origin, according to these workers, had 
no influence. Kinsell and his co-work- 
ers.17 however, who administered fat 
emulsions via a stomach tube to various 
hospital patients undergoing different 
treatments, some of which were well 
known to affect plasma lipid levels, re- 
ported that preparations of certain veg- 
etable oils not only did not lead to in- 
creased plasma cholesterol levels but 
actually effected a decrease. 

The report of Groen and his col- 
leagues '* in Holland confirmed the find- 
ing of Keys** and Hildreth *® on the 
effect of animal fat, but they found 
that a diet almost entirely vegetarian 
in character led to lower plasma lipid 
levels than did a diet high in foods of 
animal origin and high in animal fat. 
The work by Hardinge and Stare *® on 
~ the serum cholesterol of groups of non- 
vegetarians, lacto-ovo-vegetarians, and 
true vegetarians also served to support 
the view that there did in fact exist a 
marked difference between animal fat 
and vegetable fat, since the last-named 
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group displayed significantly lower 
plasma cholesterol levels than the other 
two groups. Still other workers, for 
example Wilkinson, Blecha, and Rei- 
mer *° found no demonstrable relation- 
ship between any dietary compqnent 
and the level of total serum cholesterol. 

A valid interpretation of these ap- 
parently conflicting conclusions reached 
by competent workers was made difficult 
due to a number of circumstances. For 
example, the complete details of the 
rations used were not given and dietary 
modifications in most cases were made 
by adjustments to a ration comprised 
of the usual variety of foodstuffs contain- 
ing different types of carbohydrates, 
proteins, and fats, any one of which 
might conceivably have had a signifi- 
cant effect on the process under study. 
Furthermore, there are tremendous difh- 
culties inherent in any dietary experi- 
ment in which fairly precise control of 
the proportions of fat, protein, and car- 
bohydrate is attempted by modifying a 
diet comprised of the usual variety of 
foodstuffs. Variability in the composi- 
tion of cuts of meat and other foods 
combined with individual food prefer- 
ences make this type of control exceed- 
ingly difficult, indeed almost impossible 
to achieve. A circumstance that was 
largely responsible in leading us to 
adopt this stand was our experience in 
performing certain dietary experiments 
with a regimen approximating that em- 
ployed by Hildreth, et al.,1® and which 
led to the same conclusions reported by 
these workers.2"_ It was decided that 
definitive data could not be obtained 
unless better controlled experiments 
could be carried out. 

For the reasons just outlined an at- 
tempt was made about three years ago 
to devise palatable homogeneous diets 
comprised of a relatively few compo- 
nents of definitely known composition 
which could be accurately made up and 
dispensed. This regimen permitted ex- 
cellent control over caloric intake and 


complete control over the proportion of 
calories derived from the main com- 
ponents of the diet and also regulated 
the mineral and vitamin intake. Un- 
known to us Ahrens and his co-workers 
at the Rockefeller Institute about the 
same time had arrived at a similar con- 
clusion and solution.** 

The initial experiments utilizing this 
regimen were performed with the coop- 
eration of five male faculty members 
and extended over a period of about five 
months.”*: 24 Space does not permit the 
presentation of the details of this work 
and it must suffice to say, first, that 
under the conditions used by us dietary 
cholesterol had no effect on the concen- 
tration of plasma cholesterol, and sec- 
ond, that the incorporation of corn oil 
into the diet led to significantly lower 
plasma lipid levels than when equi- 
caloric amounts of butter fat were in 
the ration. 

Broadly speaking the difference in 
response to the ingestion of these two 
types of fat might be due to: (1) a pos- 
itive action of butter fat in raising 
plasma lipid levels, (2) a positive action 
of corn oil in depressing plasma lipid 
levels, or (3) a combination of these 
two possibilities. 

Subsequent experiments using large 
numbers of male volunteer subjects were 
performed in order to extend this work 
and to gain information on the possi- 
bilities outlined.*5-*7 

The first feeding trial was designed to 
assess the effect of several types of ani- 
mal fat on plasma cholesterol levels. 
The basal diet was comprised of skim 
milk powder, a type of fat, a vitamin 
supplement, and celluflour and provided 
16.9, 58.5, and 24.6 per cent of calories 
as protein, fat, and carbohydrate, 
respectively. In this and subsequent 
experiments the ingredients were homog- 
enized with water by means of a War- 
ing blender or a large Logeman homog- 
enizer, transferred in 950 calorie 
portions to cardboard cartons, and 
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stored in a freezer until required. Prior 
to consumption the product was thawed, 
and according to individual preference, 
cold or hot water added to make a drink 
of fair palatability. The only other items 
permitted were water, clear tea, and clear 
coffee. 

The subjects were asked to regulate 
their intake of the ration in order to 
keep body weight constant within fairly 
narrow limits. Only a few individuals 
gained or lost more than two or three 
pounds during the experimental period 
and the great majority were highly suc- 
cessful in maintaining their weight con- 
stant. Blood samples were taken prior 
to breakfast from 7:30 to 8:30 A.M. and 
total cholesterol determined in the 
plasma by means of a modification of 
the Schoenheimer-Sperry procedure. 

During an initial period of eight days 
the basal diet supplying 58.5 per cent 
of calories in the form of corn oil was 
ingested by a group of 37 subjects. 
The plasma cholesterol decreased an 
average of 32 per cent, a highly signifi- 
cant change, the P value being less than 
0.01. Those continuing on corn oil dis- 
played a further insignificant decrease. 
The other groups, transferred to diets 
in which the corn oil had been sub- 
stituted by equicaloric amounts of the 
fats of animal origin showed increases 
of differing magnitude. In Figure 1 
these increases are expressed as per- 
centage changes from the concentrations 
noted at day eight. In the case of beef 
dripping the increase was 11.7 per cent, 
for chicken fat 12.7 per cent, lard 15.4 
per cent, and butter fat 28.8 per cent. 
Only the increases noted on the butter 
fat and lard diets could be shown to be 
significant, the probability in both cases 
being less than 0.01. Ahrens and his 


colleagues ** have reported similar find- 
ings for the response of three normo- 
cholesterolemic subjects and four hyper- 
cholesterolemic patients following the 
ingestion of diets containing corn oil 
or lard. 
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at end of 8 doys on HM diet 


All fots 58-5 % of total calories 


Percentage change in plasma cholesterol from day 8 


Average percentage changes in plasma cholesterol from volue 


HB (butter) 


—® Lord 


- —2B Chicken fat 


HM (corn oil) 


i 


16 


Time - days 


Figure 1—Averages of the Individual Percentage Changes in Plasma Cholesterol 
Noted Between Day Eight and 16 for Groups of Young Male Subjects Following 
an Initial Period of Eight Days on a Diet Providing 58.5 Per cent of Calories in 
the Form of Corn Oil and Placement on Diets Containing Equicaloric Amounts 


of the Animal Fats Indicated on the Graph 


These results confirmed and extended 
our previous findings on the difference 
in effect of corn oil and animal fats on 
plasma cholesterol levels. The next 
question to be answered was whether 
the effect of ‘a diet containing corn oil 
in causing a decrease in plasma choles- 
terol level was due simply to the fact 
that animal fat had been eliminated 
from the diet or was due to the pres- 
ence of some factor in the corn oil that 
acted to lower the concentration of this 
blood component. The next experiment 
was carried out to clarify this point. 

During a period of eight days 49 sub- 
jects consumed a fat-free diet the com- 
position of which is shown in Table 1. 
Plasma cholesterol decreased an average 
of 22.2 per cent (P =< 0.01). Those 
continuing on the fat-free diet showed 
little further change (cf. Figure 2). The 


groups ingesting 20 and 60 per cent of 
calories as butter fat showed increases 
of 6.6 and 21.7 per cent, respectively. 
The latter change is highly significant, 
the P value again being less than 0.01. 
By contrast those receiving diets pro- 
viding 20 and 60 per cent of calories 
as corn oil showed further decreases of 
6.9 and 15.2 per cent, respectively. 
Again, only the latter change is highly 
significant. 

There are a number of points in this 
experiment that should be emphasized. 
The highly significant decrease of 15.2 
per cent between the eighth day on the 
fat-free diet and the eighth day on the 
ration high in corn oil attests to the 
presence of a factor in this fat that 
actively lowers plasma cholesterol levels. 
As additional evidence for this assump- 
tion it should be noted that the average 


20 
| 
0 
-10 
-20 
-30 
= 


DIETARY FAT IN HUMAN NUTRITION VOL. 47 


Table 1—Composition of Basal Fat-Free Diet,* Amounts 
Required to Make a 950 Calorie Sample 


Amount Protein Fat CHO 
Ingredient (gm) (gm) (gm) (gm) 


Lesofac 23.5 
Starlac 4 q 14.6 
Sucrose 17.1 
Total : 195.9 


Per cent calories ities i ‘ 82.4 


* A supplement of vitamins was supplied in the form of Vitules (Wyeth). Roughage was supplied by the addi- 
tion of about 4 gm of celluflour per 950 calorie batch. Both celluflour and vitamins were mixed in with the other 
ingredients. 

+ A protein preparation derived from milk. 
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Figure 2—Averages of the Individual Percentage Changes in Plasma Cholesterol 
Noted Between Day Eight and 16 for Groups of Medical Students Following an 
Initial Period of Eight Days on a Fat-Free Diet and Placement on Diets Varying 
in Respect to the Nature and Level of the Fat Moiety as Indicated in the Lower 
Left-Hand Corner of the Graph 
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FF 0-7 % Fat 


Percentage change in plasma cholesterol from zero time 
! 


individuals 


3 4 


Time - days 


Figure 3—Comparison of the Average of the Individual Percentage Changes in Plasma 
Cholesterol in 18 Medical Students Who in Experiment I Ate a Diet High in Corn 
Oil, HM, and in Experiment II a “Fat-Free” Diet, FF, for a Period of Eight Days 


drop of 22.2 per cent in plasma choles- 
terol on the fat-free diet was less than 
the decrease of 32 per cent observed on 
the diet high in corn oil in the previous 


experiment. Furthermore, there were 
18 subjects who participated in both of 
these experiments and an analysis of 
their responses by the chi-square tech- 
nic indicated that the diet containing 
corn oil led to significantly lower plasma 
cholesterol levels than did the fat-free 
diet. The average responses of these 18 
subjects on the two diets are shown in 
Figure 3. 

The differences in the effects of fats 
on plasma cholesterol levels are, of 
course, explicable on the basis of dif- 
ferences either in the unsaponifiable 
fraction or in the nature of the fatty acid 
residues of these fats. Kinsell, et al.,?° 
and Bronte-Stewart and colleagues 
have claimed on the basis of their work 


that the high degree of unsaturation of 
the triglycerides or the presence of the 
essential fatty acids is responsible for 
the plasma cholesterol depressant effect. 
Another possibility to be considered in 
this connection is the effect of certain 
plant sterols present in this and other 
similar fats. A number of investiga- 
tors ®° 51 have shown that beta-sitosterol 
brings ahout a decrease in some hyper- 
cholesterolemic individuals, but as Pol- 
lak ** pointed out it has not been found 
to be effective in the case of subjects 
with plasma cholesterol concentrations 
of less than 200 mg per 100 ml plasma. 
It was decided to test the effect of this 
substance and that of alpha-tocopherol, 
another well known compound that oc- 
curs in significant amounts in the un- 
saponifiable matter of corn oil. 
Fifty-two healthy young male subjects 
ingested for eight days a diet similar 
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to that used in the previous experiment, 
except that butter fat provided 60 per 
cent of calories, the dextri-maltose being 
omitted. The subjects were then divided 
into five groups, four of which were 
placed on modified diets for another 
eight-day period. The supplements were 
10 mg alpha-tocopherol, 200 mg alpha- 
tocopherol, or 7 gm beta-sitosterol per 
950 calorie batch. The alpha-tocopherol 
was generously supplied by the Distilla- 
tion Products Industries Limited and 
the beta-sitosterol by the Eli Lilly Com- 
pany. One group was transferred to a 
diet high in corn oil and another was 
continued on the diet high in butter fat. 
The percentage changes for the second 
eight-day period, shown in Figure 4, 
reveal that the alpha-tocopherol had no 
effect when fed at either level. The 
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sitosterol, however, brought about a 
highly significant decrease of 21.2 per 
cent in plasma cholesterol. Those trans- 
ferred to the diet high in corn oil showed 
a similar decrease amounting to 23.1 
per cent. 

The potent effect of this plant sterol in 
normocholesterolemic subjects on a diet 
high in butter fat was not expected on 
the basis of the results reported in the 
literature.*? One possible reason for the 
uniform and significant response to this 
substance is that it was distributed uni- 
formly throughout the diet, a feature 
that has been pointed out by Davis ** to 
be of great importance if cholesterol ab- 
sorption is decreased by formation of a 
mixed crystal complex with sitosterol. 
This mode of administration is to be 
contrasted with the usual procedure of 
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VALUES FROM THOSE OBSERVED AFTER 8 DAYS ON HB DIET. 
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Figure 4—Average Values for Plasma Cholesterol of 46 Subjects During a Period 
of Eight Days on a Homogeneous Formula Diet in Which Butter Fat Supplied 60 
Per cent of the Total Calories and During a Subsequent Similar Period in Which 
the Subjects Were Divided Into Five Groups and Placed on the Following Diets: 
Basal Diet (HB); Basal Diet Plus the Following Supplements per 950 Calorie 
Batch: 10 mg Alpha-Tocopherol (E-10) ; 200 mg Alpha-Tocopherol (E-200); 7 gm 
Beta-Sitosterol (S); One Group Was Transferred to a Diet Providing 60 Per cent 
of Calories in the Form of Corn Oil in Place of Butter Fat (HM) 


10 ° 4 
#1 (E-10) 
fe) sats. 
-10 
Ss #3(s) 

-30 

-40 

‘ 


1378 NOVEMBER 1957 


AMERICAN JOURNAL OF PUBLIC HEALTH 


nN 


30% of calories as butter 
30% * bad 


Percentage change in plasma cholesterol! from day 6 


i 
Ww 


| 


AVERAGE PERCENTAGE CHANGES IN PLASMA CHOLESTEROL 


VALUES FROM THOSE OBSERVED AFTER 8 DAYS ON HB DIET. 


corn oil fractions 


corn — 
4 (residue 50%) 
O 5 (reconstituted) 


3(20-50% cut) 
Se 1 (1 10% cut) 


i) 12 
Time- days 


16 


Figure 5—Averages of the Individual Percentage Changes in Plasma Cholesterol 
Noted Between Day Eight and 16 for Groups of Young Male Subjects Following an 
Initial Period of Eight Days on a Diet Providing 60 Per cent of Calories in the 
Form of Butter Fat and Placement on Diets Modified in Respect to the Fat Com- 
ponent as Follows: 30 Per cent of Calories from Butter Fat Plus 30 Per cent of 
Calories from Corn Oil or Fractions Thereof 


giving it in the form of a suspension 
before, during, or just after meals. Such 
a result naturally raises the possibility, 
now being tested, that the presence of 
this sterol in corn oil is at least in 
part responsible for the plasma choles- 
terol depressant effect of this fat. 

The next experiment was carried out 
to obtain some information on the na- 
ture of the cholesterol depressant factor 
in corn oil. Through the kind coop- 
eration of Drs. Harris and Embree of 
the Distillation Products Industries Ltd., 
a large amount of this fat was frac- 
tionated by a process of molecular dis- 
tillation in high vacuum into four frac- 
tions. The distillate was divided as 
follows: First cut up to 10 per cent, 
second cut 10-20 per cent, third cut 20— 
50 per cent, and the fourth fraction or 
residue 50-100 per cent. Forty-eight sub- 


jects ingested for eight days the same 
diet high in butter fat as was used in the 
previous experiment. Groups were then 
transferred for a further eight days to 
diets in which 30 per cent of calories 
were supplied by butter and 30 per cent 
by the various corn oil fractions. 

The percentage changes for the sec- 
ond eight-day period shown in Figure 5 
reveal that all fractions brought about 
highly significant decreases in plasma 
cholesterol. The first 10 per cent cut, 
which contained most of the unsaponifi- 
able material, effected the greatest de- 
crease (30.1 per cent), but this result 
could not be shown to be significantly 
different from the responses observed 
with the other fractions. The second 
cut brought about a percentage decrease 
of 24.2 per cent, the third 28.4 per cent, 
and fourth cut or residue 25.9 per cent. 


DIETARY FAT IN HUMAN NUTRITION 


That no potent material was destroyed 
during the distillation may be concluded 
from a comparison of the effects of diet 
BM which contained the original corn 
oil and diet No. 5 which contained the 
reconstituted oil prepared by combining 
appropriate amounts of the first, second, 
third, and fourth fractions. The de- 
creases were 24.7 and 26.4 per cent, 
respectively. 

In assessing these results it should be 
kept in mind that the mere elimination 
of some of the butter fat from the diet 
would by itself cause a decrease in 
plasma cholesterol. The changes ob- 
served here, therefore, are due to a 
combination of two factors—a decrease 
in the level of butter fat and the addi- 
tion of corn oil or fractions thereof. 
Although there did not appear to be any 
effective fractionation of the plasma 
cholesterol depressant factor, the differ- 
ences noted between the effects of the 
first two cuts is suggestive that some 
fractionation did in fact occur. 


In the last experiment on which there 
is space to report an effort was made to 
gain some idea of the nature of the 
cholesterol elevating factor in butter fat 
by testing various butter oil fractions 
obtained by the process of molecular dis- 
tillation from the same source mentioned 


previously. Thirty-eight subjects in- 
gested for eight days a formula-type 
diet similar to that used in the last 
experiment, except that 60 per cent of 
calories were provided from corn oil. 
At the end of eight days groups were 
transferred to diets supplying 40 per cent 
of calories from the butter oil fractions 
which were comprised of a cut up to 
10 per cent, one from 10-20 per cent, 
another from 20-50 per cent, and the 
last one, the residue, 50-100 per cent. 
An examination of the percentage 
changes during the last eight days shows 
that all groups responded with highly 
significant increases in plasma choles- 
terol, the greatest increase being noted 
with the most volatile fraction. (First 


VOL. 47 = 1379 


cut, 71.7 per cent; second, 29.3 per 
cent; third, 50.8 per cent; fourth or 
residue, 40.1 per cent; and the original 
butter oil, 41.3 per cent.) 

Attention should be drawn to the fact 
that the increases in plasma cholesterol 
are due to a combination of two factors: 

(1) the elimination of the potent 
plasma cholesterol depressant factor 
from the diet by omission of the corn 
oil, and (2) the introduction of the 
plasma cholesterol elevating factor or 
factors in the butter oil. 

There appears to be little doubt that 
a concentration of the latter material 
had been made in the first 10 per cent 
cut. The individual responses to the 
ingestion of diets containing the 0-10 
per cent and the 10-20 per cent frac- 
tions tend to support this assumption. 
However, the differences in the average 
responses could not be shown to be sig- 
nificant. The first fraction contains 
most of the unsaponifiable material and 
the fatty acids of relatively short chain 
length. Investigations are currently 
under way to determine the role of these 
two classes of compounds in the problem 
under discussion. There seems to be a 
good possibility that fractions two, three, 
and four also caused elevations of plasma 
cholesterol greater than those that would 
have occurred on transfer from a diet 
containing corn oil to a fat-free diet. 
This apparently indicates that there are 
at least two factors present in butter oil 
that tend to elevate plasma cholesterol 
levels—one of these, present in the first 
fraction and presumably due to the na- 
ture of the unsaponifiable fraction or 
the short chain fatty acids, and the other, 
present in all fractions. The latter may 
simply be a nonspecific effect of trigly- 
cerides in general in the absence of any 
plasma cholesterol depressant factor such 
as is present in corn oil. 

In conclusion, there is no doubt that 
lipids, in the form of triglycerides, plant 
and animal sterols, and substances as- 
sociated with them, affect significantly 
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the nutrition and well-being of the hu- 
man organism in ways that have yet to 
be clearly delineated. The various effects 
of the so-called essential fatty acids, 
degree of unsaturation, and chain length 
have still to be determined adequately. 
Apart from the fat-soluble vitamins in 
the unsaponifiable matter, the nutri- 
tional role of the various sterols together 
with other substances of known and 
unknown composition is a problem for 
future investigation. 

Many, if not all of you, are concerned 
as we all should be with the practical 
implications of this and similar work. 
These implications are obvious. But 
are we justified at the present state of 
our knowledge in recommending to the 
public that they drastically limit their 
intake of fat, particularly animal fat? 
If one accepts the thesis that high plasma 
lipid levels potentiate the development 
of: atherosclerosis, there appears to be 
some justification for this reeommenda- 
tion. However, there is a possibility, 
and it is a rather strong one, that there 
may be other dietary factors that have 
as great an effect on plasma lipid levels 
as does fat. Although it is our belief 
that one should make haste slowly in 
this field and be absolutely sure of one’s 
ground before making sweeping pro- 
posals, there would appear to be little 
argument with the view that the present 
trend toward a relatively high consump- 
tion of fat should be stopped and indeed 
reversed to some extent and that this 
aim should be brought about by a de- 
creased intake of fat of animal origin. 
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Four Years of Progress in Health Insurance 


J. F. FOLLMANN, JR. 


What is the role of private insur- 
ance in financing the costs of medi- 
cal care? Over the past few years 
insurance companies have been ac- 
tive in dealing with this problem. 
What have they accomplished? An- 
swers to these and other significant 
questions are presented in this fac- 
tual survey. 


*$ The past four years have witnessed 
a phenomenal progress in the field of 
private voluntary health insurance. This 
progress is one which could hardly have 
been foreseen even a decade ago. It is 
a progress which moves in many direc- 
tions and one which is a tribute to 
American initiative. Jointly and sever- 


ally the various elements which make 
up this progress are an important con- 
tribution to the increased well-being of 


the American people. They serve in- 
creasingly to aid the people of the 
United States in paying for the costs of 
medical care on a risk-spreading basis 
by providing a voluntary means by 
which the majority of the people can 
protect themselves against the effects of 
the occurrence of sudden and sizable 
medical costs. These costs would other- 
wise place a serious drain on personal 
resources, on the one hand, or on the 
providers or facilities of medical care 
on the other—or on local, state, and 
federal governments. 


Number of Persons Covered 


One indication of the rapidly increas- 
ing effectiveness of private voluntary 
health insurance is the number of per- 
sons having insurance protection. Be- 
tween December 31, 1952, and Decem- 


ber 31, 1956, the number of persons 
having protection against hospital ex- 
penses increased from 90,965,000 to 
116,000,000, an increase of 27.5 per 
cent. This number includes those pro- 
tected both by insurance companies and 
various types of prepayment plans. 
For insurance companies alone, the 
increase was from 47,272,000 to 
66,295,000, an increase of 40.1 per cent. 

Protection against surgical expenses 
increased, in this same period, 39.8 per 
cent for all types of insurers and 39.0 
per cent for insurance companies. Pro- 
tection against regular medical expenses 
increased 81.9 per cent and 108.5 per 
cent, respectively. 


Amount of Benefits Paid 


Another indication of the increasing 
effectiveness of the private health insur- 
ance mechanism is the dollar amount 
of insurance benefits paid to the Ameri- 
can people yearly. In 1952 the amount 
paid by all types of health insurers was 
$2,083,000,000. In 1956 this amount 
was $3,640,000,000, an increase of 74.7 
per cent. For insurance companies 
alone the amounts were $1,172,000,000 
and $2,060,000,000, respectively, an in- 
crease of 75.8 per cent. 

These figures represent an important 
contribution to the medical bill of the 
nation and particularly to those indi- 
viduals or families who are unfortunate 
enough to incur sizable medical bills. 

It is to be noted that these figures do 
not represent the total contribution of 
private insurance to the medical costs 
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of the American people. Other types of 
private insurance share appreciably in 
paying for the costs of medical care. 
An indication of this additional dollar 
contribution to the nation’s medical bill 
can be found in the following figures. 
In 1956 benefits paid under personal 
accident insurance policies were $8,980,- 
000. Group accidental death and dis- 
memberment benefits were $48,821,000. 
The amount paid under Workmen’s 
Compensation insurance exceeded $920,- 
000,000. The amount paid under 
medical payments coverage written in 
conjunction with policies of liability in- 
surance in 1954 is estimated in excess 
of $72,400,000. In addition to these 


sums, $990,000,000 was paid by insur- 
ance companies in 1955 under bodily 
injury liability insurance policies. A 
sizable proportion of this sum would be 
used to pay the costs of illness and in- 
jury. Still other moneys are made avail- 
able to pay the costs of medical care by 


the various types of life insurance and 
annuity benefits, aggregating $5,878,200 
in 1956. These moneys are available to 
either the insured person or, after his 
death, his beneficiaries. The amount 
used by either to pay for medical care 
is not known, although these moneys 
must represent an important contribu- 
tion to the medical bill of the nation. 


Number of Insurance Companies 
Writing Health Insurance 


Still another indication of the grow- 
ing distribution of private health insur- 
ance is found in an examination of the 
growth in the number of insurance com- 
panies offering such protection to the 
public. On January 1, 1953, there were 
514 insurance companies of record ac- 
tively writing accident and health insur- 
ance in the United States; by January 
1, 1956, this number had grown to 707, 
a growth of 37.5 per cent. 

Other indications are found in the 
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fact that during this period many com- 
panies, formerly limiting their activities 
to individual risks, entered the group- 
writing field. Hence, while the total 
number of companies in the health in- 
surance field increased 37.5 per cent, 
the number of companies in the group 
insurance field increased 56.5 per cent. 

These developments would appear to 
clearly indicate a growing awareness on 
the part of the insurance companies of 
the United States of the medical care 
problems of the American people and a 
desire, within the realm of their proper 
relatedness to those problems, to serve 
the American people by assisting them 
to pay for such care in such a manner 
as to avoid undue hardship or financial 
catastrophe. 


Extension of Insurance Coverage 
Beyond Age 65 


Other indications of the increasing 
effectiveness of private voluntary health 
insurance can be found in the broadened 
underwriting concepts by which more 
persons have available to them this 
form of protection. 

One of these broadened concepts is 
that of making insurance protection 
more generally available to persons in 
the older age brackets. Continued prog- 
ress is being made in this direction. 
Six principal methods are being used 
today by insurance companies to accom- 
plish this, some of these having come 
into being in the last four years and 
the majority of the progress in this area 
having been made since 1952: 

1. The Continuation of Group Insur- 
ance on Older Workers—A survey by 
the Bureau of Accident and Health Un- 
derwriters in 1954 indicated that of 43 
companies writing 72 per cent of all 
group accident and health insurance, 
37 made available the same coverage 
for active over-age employees as for 
others. The other six limited the cov- 
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erage in various ways. It would appear, 
therefore, that older active workers are 
or can be generally insured today in 
instances where a group insurance plan 
is in existence. 

2. The Continuation of Group Insur- 
ance on Retired Workers and Their 
Dependents—The survey previously re- 
ferred to revealed that of the 43 insur- 
ance companies writing 72 per cent of 
all group accident and health insurance 
in this country, 36 in 1954 wrote cov- 
erage on retired employees and their 
dependents. It is reasonable to expect, 
since this is a recent development, that 
more companies yearly will make this 
coverage available. 

While the number of retired workers 
presently covered by this means is not 
known, nor can the future potential with 
respect to those who will retire in the 
future be estimated, some significant 
indications are available. 

A recent study by the Bureau of 
Labor Statistics, covering nearly five 
million workers under 300 collectively 
bargained health insurance plans, shows 
that for 35 per cent of these workers 
hospital and surgical benefits are con- 
tinued after retirement. For 97 per 
cent of these, the coverage is also con- 
tinued with respect to dependents. 
While the benefits are sometimes re- 
duced after retirement or made subject 
to special limitations as to aggregate 
amount payable, in 80 per cent of the 
cases there was no reduction in hospital 
and surgical benefits. For 40 per cent 
of the employees under these plans, the 
benefits for retired workers and their 
dependents are paid for entirely by the 
employer. 

Another recent survey of 160 group 
plans made by the Health Insurance As- 
sociation of America sheds further light 
on this development. As of January, 
1953, 24 per cent of groups with in- 
surance company medical care plans 
provided for a continuance of coverage 
at retirement through the group plan. 
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Today, 48 per cent of these plans pro- 
vide for this coverage at retirement. 

Not only has there been an increase 
in the proportion of plans providing 
for continuance of coverage at retire- 
ment but the types of benefits and 
amounts of benefits available at re- 
tirement have both broadened and 
increased. 

3. The Continuation on an Individual 
Policy Basis of Coverage Originally 
Provided by Group Insurance—It is 
now general practice in the field of 
group insurance to make available the 
right of conversion to an individual or 
family policy upon termination of em- 
ployment or membership in the insured 
group. This is an important privilege 
to older people who leave the group due 
to retirement and is one which has 
largely developed since 1952. 

4. The Continuation of Individual 
Insurance Previously Purchased—A sur- 
vey conducted by the Bureau of Acci- 
dent and Health Underwriters and‘ the 
Health and Accident Underwriters Con- 
ference in 1955, indicated that by 1954, 
of 186 companies queried, half would 
consider continuing policies with no 
age limit and 15 would continue until 
age 75. Underwriting practices at pres- 
ent are probably more liberal than in- 
dicated by this survey of 1954 practices. 

5. The New Issuance of Individual 
Insurance at Advanced Ages—The same 
survey also indicated that by 1954, of 
186 insurance companies queried, 106 
would consider new risks for hospital 
expense insurance above age 60. This 
number is probably larger today. The 
age to which these companies will con- 
sider new risks varies, with such limits 
as 65, 70, 75, or 85. Eleven companies 
surveyed had no age limits. 

6. The Issuance of Individual Insur- 
ance which Becomes Paid Up at Age 
65—Several companies, cognizant of the 
fact recognized by many that the de- 
sirable form of policy would be one in 
which the policy would be paid up at 
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retirement age, have recently made avail- 
able such a policy. The concept is that 
of enabling the policyholder to pur- 
chase his insurance during the produc- 
tive years, as has been done for many 
years in life insurance. The increase 
in premiums is about 5 per cent at the 
earlier years and about 30 per cent at 
age 55. This development must, of 
course, be looked upon as experimental. 
The fact that it is a significant con- 
tribution can hardly be questioned. 

There is no accurate over-all state- 
ment of the number of older persons 
presently insured. Available estimates 
place the number variously at 26 per 
cent and 35 per cent of the total of those 
over age 65. These estimates are not 
current, however, and the rapid develop- 
ment in insuring this group of the popu- 
lation would unquestionably indicate 
that the number is greater today and 
will continue to grow. For example, a 
recently completed study by the Michi- 
gan State Medical Society indicates that 
86.2 per cent of the people in Michigan 
over age 65 have some form of health 
insurance and that 80.2 per cent of re- 
tired persons are so insured. As future 
retirements overtake the increasing num- 
ber of insured persons now in their pro- 
ductive years, the number of older 
persons insured should increase appreci- 
ably in the years to come. 

One thought might well be stated 
here, although it is germane to all other 
facts pertaining to private health insur- 
ance: that is, that while insurance can 
provide the facility by which people are 
enabled to spread the risk and protect 
themselves against sudden and sizable 
medical bills, the people as individuals, 
or employers or labor union leaders as 
persons interested in the welfare of 
their employees, must choose to purchase 
this protection. Insurance has to com- 
pete for the available dollar in either 
instance. With respect to the individual, 
it has to compete with all other con- 
sumer goods and services among which 


the individual makes his choices.* With 
the employer, it has to compete not only 
with all the costs of production, includ- 
ing salaries, but with other types of so- 
called fringe benefits desired or de- 
manded by the employees. 


Extension of Group Coverage to Those 
Employed in Small Groups 


Another development in recent years 
of appreciable import is the extension 
of the group insurance principle to per- 
sons employed in small groups. This 
is being accomplished in several ways. 
One of these is the expansion of tradi- 
tional group insurance technics to in- 
clude the enrollment of associations of 
small employers. In this manner small 
employers, who individually have in- 
sufficient numbers of employees to 
qualify under traditional group insur- 
ance requirements can, by aggregating 
their employees through associations to 
which the employers belong, qualify for 
group insurance. Another method used, 
having similar intent, is that of insuring 
trade associations. Still another simi- 
larly intended approach is that of in- 
suring the entire membership of labor 
unions whose members are generally em- 


*Dr. S. S. Huebner, emeritus professor, 
University of Pennsylvania, writing recently 
in a publication of the American College of 
Life Underwriters, makes this statement: 
“$4.5 billion of annual premiums for health 
insurance seems unusually small. Compare 
this total with such annual expenditures in 
the United States as $9.0 billion for alcoholic 
beverages, $5.5 billion for tobacco, $23.0 bil- 
lion for automobile purchases and operations, 
$2.7 billion for television and radio, and $6.0 
billion for cosmetics, toys and sporting goods 
and spectator amusements.” 

+ A 1956 study of 1,000 corporations by the 
Chamber of Commerce of the United States 
shows that fringe benefits vary from 5 per 
cent to 50 per cent of payrolls, that the aver- 
age in 1955 was 20.3 per cent of payroll or 
$819 per year per employee, that 96 per cent 
had employee insurance programs. Of the 
20.3 per cent of payroll for fringe benefits. 
only 2.1 per cent was for insurance programs 
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ployed by small employers. These three 
approaches have been used increasingly 
by insurance companies for the past 
several years. 

Another method used by some insur- 
ance companies is that of franchise or 
wholesale insurance. This form ‘of in- 
surance was, in fact, developed some 
years ago for the specific purpose of 
presenting some of the advantages of 
the group insurance approach to many 
of those groups who, because of statu- 
tory or group underwriting limitations, 
could not obtain group insurance. In 
this manner groups of five or more per- 
sons are insured and the approach has 
been extended to include groups of pro- 
fessional persons who at one time were 
not insurable under group insurance 
methods as a result of statutory limita- 
tions. 

Since 1952 a still further approach 
has been developed to insure those em- 
ployed in small groups: the direct writ- 
ing on a group insurance basis of 
groups of smaller than 25 lives. Many 
companies have been experimenting in 
this approach and the number of those 
continues to increase. The experiment 
has been aided by the reduction of the 
statutory minimum in several of the 
states. As a consequence many insur- 
ance companies today are writing groups 
of 10 or more employees and several 
are insuring groups as small as 4 
employees. In several other states, how- 


Hospital expense coverage (of 108 
million persons covered) 


Surgical expense coverage 
(of 92 million) 


Regular medical expense coverage 
(of 55 million) 


Major medical expense coverage 
(of 5.3 million) 
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ever, the experiment is still limited by 
statutory requirements. 


Increased Coverage of Dependents 


Another development in recent years 
which has appreciably served to extend 
the benefits of private voluntary health 
insurance to more persons in the United 
States is that of insuring the dependents 
of insured policyholders. 

In 1956 the Bureau of Accident and 
Health Underwriters surveyed its mem- 
ber companies to determine the usual 
or normal dependents definitions insured 
by its member companies as well as the 
extent to which variations from the 
norm occurred. That survey revealed 
that today insurance companies are 
covering a spouse; the insured’s own 
unmarried children, foster children, and 
children mentally or physically incap- 
able of self-support; and collateral or 
sponsored dependents resident in the in- 
sured’s household and principally sup- 
ported by the insured such as brothers 
and _ sisters, grandchildren, parents, 
grandparents, and in-laws. 

In all instances there must, of course, 
be a willingness on the part of the indi- 
vidual or the employer to pay the costs 
of such insurance. 

The number of dependent persons 
presently insured by insurance com- 
panies and other means at the end of 
1956 was as follows: 


All Forms of Voluntary 
Insuring Mechanisms 
Including Insurance 
Companies 


Insurance 
Companies 


67 million 


59 


37 


(not reported) 


Alone 
38 million 
37“ 
4 
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Development. and Extension of Major 
Medical Expense Insurance 


Another indication of the increasing 
effectiveness of private voluntary health 
insurance is found in the recent exten- 
sion of the more traditional forms of 
insurance coverage so that greater pro- 
tection is afforded the public against the 
more serious or catastrophic medical 
costs which cannot be budgeted against 
by the average person and which can 
seriously impair or wipe out individual 
resources. 

The most important and promising of 
these is the development and spread of 
major medical expense insurance and 
comprehensive coverage. Under these 
forms of coverage, insurance is gen- 
erally provided for practically all forms 
of medical expense in or out of the hos- 
pital. This includes charges for hospi- 
talization, physicians, private registered 
nurses, surgery, physical therapy, x-ray 
and radium treatment, x-ray and labor- 
atory examinations, ambulance, pre- 
scription drugs, medicines, blood, appli- 
ances, care for accidental injury to nat- 
ural teeth, and maternity complications. 
Generally not covered are expenses cov- 
ered by Workmen’s Compensation; ex- 
penses for eye refractions and glasses, 
hearing aids, dental care not required as 
a result of accident, check-up examina- 
tions, and luxury hospital accommoda- 
tions; charges in government hospitals; 
charges resulting from war; and normal 
maternity expenses. Some policies also 
exclude expenses resulting from nervous 
ailments, care in nursing homes, in- 
sanity, alcoholism, and drug addiction. 
Underlying all such plans today is a 
deductible amount,* a co-insurance fea- 
ture,+ and a maximum amount of bene- 


* Varying from $25 to $500. The purpose 
is to eliminate the smaller, more easily bud- 
getable costs, thus reducing the cost of the 
insurance. 

+ Generally 20 per cent or 25 per cent. By 
this means the insured-patient pays 20 per 
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fit.t Still being in many respects ex- 
perimental, these underlying principles 
vary among plans. 

It will be seen from this brief de- 
scription that an entirely new concept 
has evolved with respect to insuring the 
costs of medical care. The earlier and 
traditional approach segmented by types 
of medical care has been supplanted by 
a blanket approach. 

The growth and increased public ac- 
ceptance of this new coverage has been 
extraordinary. Between December 31, 
1952, and December 31, 1956, the num- 
ber of persons protected by major med- 
ical expense insurance has increased 
from 689,000 to 8,876,000, a growth 
rate of 1,188 per cent. That this growth 
may be expected to continue is amply 
demonstrated by the fact that in 1952, 
24 insurance companies were offering 
this coverage. By 1956 this number had 
grown to 129 companies. 

This development presents to the 
American public these decided advan- 
tages: (1) protection against sizable and 
unpredictable medical bills; (2) protec- 
tion against the costs of the vast majority 
and more usual forms of medical care; 
(3) the broadest coverage for a given 
premium by the elimination of budget- 
able expenses and by providing an in- 
centive to the policyholder-patient to 
select the most appropriate type of care; 
and (4) removal of any need for dupli- 
cate or supplemental coverage, with con- 
sequent saving to the policyholder. 


Increased Coverage of the Rural 
Population 


One further and important extension 
of voluntary health insurance is to be 
noted: that is the increased availability 


cent and the insurance company 80 per cent 
of all medical costs exceeding the deductible 
amount, thus giving the insured-patient an 
interest in retaining costs to the reasonable 
and necessary. 

t Usually ranging from $2,500 to $10,000 


or more. 
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of insurance to the rural population. 
This extension involves not the broad- 
ened underwriting concepts or the ex- 
tension and broadening of coverages 
previously discussed but, rather, the 
more intensive development of sales and 
merchandising technics by which per- 
sons in rural areas can be made aware 
of the need for and, with greater ease, 
can purchase insurance protection. 
There are probably many factors, yet 
insufficiently studied, which to date affect 
the attitude of the farmer toward health 
insurance. Medical facilities are known 
to be less available and less convenient 
in many rural areas. This, coupled with 
a closer, more self-sufficient family life 
tending more toward home care in the 
event of illness or accidents, can have 
an important bearing on the concept of 
the need for health insurance. The level 
of general education also appears to 
play a role. In areas where this is 
higher, there is a more receptive atti- 
tude toward insurance, prompted per- 


haps by a greater recognition of its need 
combined with higher income levels. It 
is also possible that the farmer has re- 
ceived insufficient information concern- 
ing the availability and the need for 


insurance. Many agencies, including 
the various farm organizations, the in- 
surance companies, and government, 
could do much to overcome this. 

The number of the rural population 
insured today is not known. There are 
extant some estimates, however, which 
furnish clues on a proportionate basis. 
A study of the people in Ulster County, 
N. Y., in 1952, revealed that 53 per 
cent of rural households were protected 
by some type of health insurance. The 
percentages broken down into “farm,” 
“other rural.” and “village” did not 
vary appreciably. 

On the basis of a family survey con- 
ducted by the Health Information Foun- 
dation in 1954, it was estimated that 45 
per cent of rural farm and 57 per cent 
of rural nonfarm families were covered 
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by some type of health insurance. These 
figures were compared with an esti- 
mated 70 per cent for urban families. 

However, a study of four rural com- 
munities in North Carolina in 1953 
made by North Carolina State College 
reveals that 60 per cent of the popula- 
tion was covered. This higher percent- 
age apparently resulted from the efforts 
of a very active community development 
program. 

It must be noted that these studies are 
not current. Certainly the number of 
persons covered today would be greater 
since, as has been shown, the number 
of persons covered in the United States 
generally increased 27.5 per cent be- 
tween 1952 and 1956. So also would 
be the proportions, this latter being 
more pronounced since the rural popu- 
lation is increasing at a lower rate than 
the urban population (8 per cent from 
1940 to 1950 compared with 19 per 
cent) and since the rural farm popula- 
tion has actually declined 24 per cent 
between 1940 and 1950 and another 12 
per cent from 1950 to 1955. For exam- 
ple, the recently completed Michigan 
study, previously referred to, indicates 
that 80 per cent of the rural population 
in that state has some form of health in- 
surance. For farmers and farm workers 
the figure given is 79.8 per cent. 

In general, there are several recent 
developments among the rural popula- 
tion which should serve to encourage 
the marketing of private insurance in 
rural areas. These include improved 
transportation, widened communica- 
tions, broader and higher degrees of 
education, extended and improved hos- 
pital and medical facilities, and gener- 
ally improved economic conditions, 
which in turn serve to increase both the 
ability to pay as well as the desire for 
security and protection. 

Most accident and health policies in 
rural areas have been sold on an indi- 
vidual or family basis. The marketing 
approaches are several. The most com- 


yo. 
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mon is by direct personal solicitation 
through the agent. A study made by the 
Health Insurance Association of America 
in 1956 of the number of health insur- 
ance agents in the counties of New York 
State revealed that there were 2.01 
agents per 1,000 population in all of 
New York State, 2.32 in urban counties, 
1.69 in semiurban counties, and 1.91 in 
rural counties. The rate of growth in 
the number of agents between 1950 and 
1956 was 64.4 per cent in urban 
counties, 75.1 per cent in semiurban 
counties, and 56.6 per cent in rural 
counties. It would appear from this 
study that the availability and growth 
of agents in the rural areas does not 
suffer in comparison with urban areas. 

Other marketing approaches include 
direct sales through advertising and 
direct mail, and publication subscrip- 
tion tie-in sales. There would appear 
to be some natural advantages here, 
since it is expected that an appreciable 
amount of the merchandising of other 
commodities and services to rural people 
are accomplished in this manner. 

In more recent years, several ap- 
proaches have been tried by insurance 
companies to provide coverage to the 
rural population on a group or mass- 
selling approach. The advantage, of 
course, is in providing mass-media for 
more quickly insuring the rural popu- 
lation and in reduced cost of insurance 
to the insured persons. By these meth- 
ods, rural people are approached through 
farm bureaus, granges, cooperatives, 
creameries, farmers’ unions, poultry 
producers’ associations, elevators, oil 
associations, credit unions, stores, rural 
electrical associations, community en- 
rollment, depositors of local banks, 
church groups, and educational organi- 
zations. These organizations must have 
the qualities of not having been or- 
ganized for the primary purpose of ob- 
taining insurance, of having been in 
existence a reasonable period of time, of 
having the probability of reasonable per- 
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manency, of having a reasonably stable 
membership, of having prestige and re- 
spect with the membership, of having a 
salaried staff officer, and of being a 
well organized, closely knit group. 


Forecast for the Future 


Private insurance has not been un- 
aware of the social and economic chal- 
lenge with which it is faced. The 
quantitative and qualitative develop- 
ments discussed here bear evidence of 
its response to that challenge. The fact 
that the coverage provided by insurance 
companies and prepayment plans has be- 
come increasingly effective and adequate 
could not be questioned by any reason- 
able person. Today it plays a signifi- 
cant and vital role in the financing of 
the costs of medical care. It has be- 
come an important and human segment 
of the entire American economy. As 
such, it serves as a means of relieving 
the government of the responsibility for 
using public funds derived from taxa- 
tion in order to provide medical care 
for a large proportion of the citizenry. 
That this could have become a responsi- 
bility of government had it not been for 
the response of private initiative and 
means is borne out by the necessity for 
such action on the part of government 
in a great many other nations where a 
broad and healthy private insurance 
mechanism was not in existence. The 
startling rapidity with which private 
means have responded in the United 
States is a phenomenon which is prob- 
ably unique to our nation and its people. 
It serves best to preserve the American 
heritage of the dignity and independ- 
ence of the individual while concurrently 
representing a real response to evolving 
socioeconomic patterns. 

There is no present indication that 
this response by the private insurance 
mechanism will be retarded or brought 
to a halt. On the contrary, it appears 
reasonable to expect that if so much 
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progress has been accomplished in the 
past four years, and in so many varied 
areas, private voluntary health insurance 
will continue increasingly to serve the 
public welfare. 

Private insurance is justifiably proud 
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about, accomplishments which were not 
even thought of twenty years ago. It is 
humble before the privilege which has 
been accorded it under our national 
tradition. It is devoted to the principle 
of lending its best efforts to the con- 


tinuation and extension of this service. 


of the accomplishments it has brought 


A National Commission on Health Careers 


A National Commission on Health Careers to plan ways for meeting the 
acute need for qualified health personnel in the nation has been established 
by the National Health Council. Its chairman is Leonard A. Scheele, M.D., 
president of Warner-Chilcott Laboratories and former Surgeon General of the 
Public Health Service. 

Among the tasks to be undertaken in what is expected to be a total approach 
to the problem are: 


. Stimulating health career programs at local, regional, and national levels 

. Stimulating public recognition of the need for adequate staffing of health services 

. Making known the possibilities of careers in the health field 

. Encouraging continuing studies of the maximum effective use of highly trained public health 
workers 

. Making known educational facilities for potential health workers, as well as the availability 
of such services as aptitude testing and scholarships and loan funds, and salary ranges for 
various skills in the health field. 


The Commission is the outgrowth of the National Health Forum of 1954 on 
“Staffing America’s Health Service” which inspired the Council’s Health Careers 
Project. With the assistance of the Equitable Life Assurance Society of the 
United States and the cooperation of many groups, particularly vocational guidance 
workers, the “Health Careers Guidebook” and “Partners for Health” were 
developed. These have been distributed to high schools and junior colleges the 
country over and widely elsewhere. The film, Health Careers, has also been 
produced for similar use. Help and encouragement have been given to the 
development of community health careers programs. 

In addition to Dr. Scheele the Commission is made up of 13 members repre- 
senting public health, labor, industry, and education. 
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Manpower-—The Achilles’ Heel in 


Public Health 


HOWARD ENNES, M.P.H., F.A.P.H.A. 


Public health is people! It may 
sound like a truism, but it becomes 
a problem when there are not 
enough trained people to do the 
job. Here Mr. Ennes examines the 
causes of the manpower problem, 
what is being done about it, and 
what more could be done. 


s~ My thesis may be stated briefly: It 
is, simply, that shortages of health man- 
power present a crucial problem to our 
nation—that you and I must do some- 
thing about them, and that we can do 
something about them. As a footnote, 
there is every reason to expect that 


health manpower shortages will get 
worse before they get better. 

When we talk about health “man- 
power” we mean, of course, to include 


“womanpower.” Nor are we thinking 
merely of the classical health profes- 
sions—physicians, dentists, nurses, phar- 
macists. We must take in the whole 
vast array of callings which make up 
today’s health service pool of some-two 
and one-half million people who are 
engaged in more than 150 major occu- 
pational categories—professional, tech- 
nical, administrative, clerical, mainte- 
nance, and others. In thinking about 
health manpower, we must think about 
physical therapists, nutritionists, and 
laboratory technologists; about medical 
secretaries and nurses’ aids and medical 
record librarians; about social workers 
and health educators; about hospital 
file clerks and laboratory assistants, and 
a host of others. 

Shortages in some fields are mild, in 
others extreme; but unfortunately for 


the nation serious shortages are the most 
common. In fact, in some health career 
fields there are as many as four vacant 
positions for every trained applicant. 

It is not suggested that there is much 
new or startling in these figures. Public 
health people and those in voluntary 
health work are among the first to feel 
the effects of the shortages—of man- 
power, of facilities, of funds. But the 
point is that today’s and tomorrow’s 
health manpower shortage is not merely 
a matter of concern to professional 
people and to dedicated volunteers. It 
is a crucial problem for all the people. 

Inevitably—and not far into the fu- 
ture—these health manpower shortages 
can become disastrous to the whole pub- 
lic—to the farmer and the factory 
worker, to the engineer and the attorney, 
to the truck driver and the banker, to 
the housewife and the career woman, to 
the young and to the old. 

If this be so, then we have a prob- 
lem on our hands and it is crucial to 
appreciate that we are facing a long 
pull. Slogans and campaigns will not 
be enough. The task is more than here 
and now; ours is the moving target of 
“assuring more hands for tomorrow’s 
health.” 

The press of day-to-day demands 
makes it easy to side-step serious con- 
sideration of the future. In so many 
areas of life these days we seem to be 
encouraged to take the easy way out, 
to be complacent, to rationalize that 
somehow someone will take care of 
things. Nonsense, of course. We—as 
individuals and as professional people— 
must accept responsibility. And the re- 
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sponsible approach is a long-range one, 
a cooperative one, that reaches directly 
into the future by dealing with the 
young people who are the future. 

We must think and act in long-range 
terms. Consider, for example, the im- 
plications of the very concrete fact that, 
as a nation, our needs and our desires 
for health services are steadily mount- 
ing. This results from a complex of 
trends: dramatic scientific advances, in- 
creasing public awareness of needs and 
potentialities of health services, develop- 
ment of better and more health facilities, 
increasing financial support, both in 
breadth and depth. 


Population Factors 


But possibly the most significant fac- 
tor is that of our growing population. 
Beneath the gross data of our population 
expansion there are hidden implications 
for the health field which are nothing 
short of revolutionary. In less than a 
generation we will see an increase of 
nearly 55 per cent in our total popula- 
tion. By 1970 there will be about 72.5 
million more Americans than there were 
in 1940. 

One of the earliest causes of this re- 
markable growth was the great decrease 
in mortality rates among infants and 
young children. The second cause has 
been the marked increase in our birth 
rate and a third factor is the lengthening 
of life expectancy in every decade of life. 

These three elements not only have 
increased the total number of persons 
in our population, but have changed the 
very shape of our population. Now and 
even more in the future the nation’s 
population bulges at the extreme ends 
of the age scale. In health manpower 
terms this fact presents two major 
considerations: 

First, are the heavier service demands, 
particularly on the part of the persons 
in the older age groups. Our future 
“senior citizens” will comprise about 10 
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per cent of our total population, yet 
they probably will require about 20 per 
cent of the nation’s health services and 
facilities, and these are likely to be 
overextended in trying to meet the re- 
quirements of the rest of the population. 

From a health manpower standpoint 
the second consideration is that the 
squeeze is on the more active, more pro- 
ductive age groups. There has been a 
good bit of misinterpretation of the im- 
plications of the great increase in young 
people resulting from the recent high 
birth rates. The fact is that this group 
will not be available for some time and 
that the largest potential fresh labor re- 
source are the young people now com- 
ing into the 20-29 age group. But 
because of the low birth rates of the 
depression years, this group will be 
smaller than it has been for the last 
two decades. It will be the mid-sixties 
before the postwar baby boom begins to 
have a helpful effect on our personnel 
shortages. The full impact from recently 
increased birth rates will not come until 
1970. Even then the problem will still 
be with us, not only because many more 
people (about 25 million more) will 
need services, but because training takes 
time—lots of it! 

In summary, then, by 1960, 70 mil- 
lion Americans will be under 15 or over 
65. Between 1950 and 1960 this group 
will have increased by 32 per cent while 
the corresponding increase of those in 
the productive mid-group will be only. 
9 per cent. The health services simply 
will have to compete with the rest of the 
economy for the members of this small, 
new labor force . . . and already the 
competition is tough! 

It appears that the squeeze is also on 


Mr. Ennes is director, Bureau of Public 
Health, Medical Department, Equitable Life 
Assurance Society oj the United States, New 
York, N. 

This paper was presented before the West- 
ern Branch of the American Public Health 
Association in Long Beach, Calif., May 31, 
1957. 
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any tendency to complacency. Despite 
real strides in improving the quality and 
the output of our technical and profes- 
sional training programs over the past 
25 years, recruitment and training of 
the professional and technical people 
needed to man our present and develop- 
ing facilities and services have lagged 
far behind the demand. 

The result is that America does not 
have the health personnel necessary to 
meet the current and growing demands 
for health services. It probably is truc 
that we are not prepared today to pro- 
vide the level of services called for even 
a decade ago! Clearly we must tap 
every resource to recruit and educate, 
in adequate numbers, competent and 
dedicated people for careers of service 
in the health sciences. Truly, this is 
the Achilles’ heel of public health. 

Put it this way: Science has learned 
a great deal about saving and prolong- 
ing life, reducing disability, and thus 
making all of life more worth living. 


But there is a great gap between what 
we know and our use of that knowledge 
to actually assure longer life and more 
health and happiness at every age. 

It takes many things to close the gap: 
money of course—and facilities. But it 
also takes imagination, diligence, lead- 


ership—in short—people. The vital 
lever which is essential to the closing 
of this gap is health manpower: dedi- 
cated people, well trained people, enough 
people. 

We shall have to be creative in meet- 
ing this problem—and honest and demo- 
cratic, too. The need is too great, the 
stakes too high to do less than appeal 
aggressively to and accept all those who 
have the latent capacities and compas- 
sion for health service. We need the 
able people, whether of the majority or 
of a minority—including those over 40, 
including women, including Negroes and 
American Indians . . . including all 
ethnic and nationality groups . . . and 
including also the constitutional non- 
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conformists who so often provide the 
vital spark. 

The alternative to meeting our health 
personnel needs creatively is to allow 
the gap to widen even more between 
what we know and what we do. We 
simply cannot hesitate, cannot remain in 
status quo ante. 


Five Key Questions 


As professional people and volunteers, 
as people concerned with the health of 
the whole community, we might profit- 
ably ask ourselves a few questions: 

First, are we making the best use of 
our available personnel and resources? 
Does our pattern of utilization match 
their pattern of training—are we apply- 
ing professional skills to problems which 
require professional action, or are we 
dissipating our resources by inadequate 
supportive services? If our own houses 
are in order, are we encouraging eco- 
nomical utilization of personnel re- 
sources on the part of the institutions 
and agencies with which we work 
cooperatively ? 

Second, are our programs developed 
to the point that real needs are being 
recognized and outworn services reor- 
ganized? Are we trying to do what is 
necessary—or only what is possible 
with present personnel and other re- 
sources? Do our organizations and our 
communities know that there are un- 
met needs which require health person- 
nel as well as other support? 

Third, are we providing the oppor- 
tunity for our health personnel at all 
levels—professional, technical, service— 
to grow and develop in their jobs? Is 
the opportunity for inservice training 
a real one, or a paper one? And are 
we grappling with the problem of basic 
training facilities and programs right in 
our own community? Are we acknowl- 
edging that we cannot depend on some- 
one else, somewhere else, to provide the 
basic training for the numerous types 
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of health personnel that we need right 
here in our own back yard? 

Fourth, are we energetically helping 
in the recruitment of new personnel into 
our own fields of special interest? Are 
we remembering as we do this that the 
success of any particular health pro- 
gram relates in a variety of ways, direct 
and indirect, to the success of programs 
of other agencies—who also have per- 
sonnel needs? Do we accept the fact 
that soundly conceived basic general 
community health services, largely tax- 
supported, are essential to the long- 
range efficiency of any community health 
program and that strong staffing here, 
too, is vital ? 

Fifth, and finally, do we recognize— 
and act on the recognition—that we 
have responsibilities to ourselves and to 
the future to put our shoulders to the 
wheel of the over-all health career move- 
ment? Do we accept our responsibili- 
ties as leaders in community health to 
significantly aid, right here at home, in 
enlarging the basic pool of manpower 
for health? And do those of us in pub- 
lic and voluntary health agencies and 
citizens’ groups realize the vital—and I 
do mean, vital—importance of refur- 
bishing community attitudes toward 
health services and toward health 
occupations ? 

To these questions, and to ourselves, 
we owe candid, constructive considera- 
tion. As to the last posed topic, a re- 
view of some recent history and current 
developments on the national scene may 
be in order. 


The Health Careers Project 


The national picture began to come 
into focus in 1954 when the National 
Health Forum of the National Health 
Council met to discuss “staffing Amer- 
ica’s Health Services.” Participating in 
the forum were, of course, people from 
the country’s major professional socie- 
ties and health agencies, both voluntary 
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and official. But in 1954 a new group 
was added to the forum deliberations— 
people who had been brought in at the 
suggestion of the late and distinguished 
Dr. Alan Gregg* of the Rockefeller 
Foundation. These were representatives 
of the vocational counseling and guid- 
ance field. 

They brought a new dimension to the 
discussions, because the counselors were 
in direct communication with the young 
people who, after all, we in the health 
field have to depend on to carry on. 
Quite candidly the counselors revealed 
(1) that they were being swamped with 
“one-shot” and “glamorized” recruiting 
appeals in the health field; (2) that the 
impact on guidance people was one of 
frustration because of confusion, con- 
tradictions, and our failure to coordi- 
nate; and (3) that by and large, neither 
guidance counselors nor students really 
had any idea of what were the actual 
opportunities for careers in health. 

This set a lot of people back on their 
heels and started a chain reaction that 
now is beginning to make an impact 
throughout the country. An immediate 
result was a shift in the way the health 
people looked at their personnel prob- 
lem. The forum identified three action 
areas: (1) the need for specific recruit- 
ing interests to work together more 
closely for the good of the entire health 
field; (2) the value of bringing voca- 
tional counselors in more actively as 
advisers and as informed participants 
in health career development; and (3) 
the necessity of providing counselors and 
other school advisers with practical and 
usable information about the entire 
health field, preferably in a single 
document. 

It is a matter of pride to report that 
within a matter of hours of the ad- 


*In Dr. Gregg’s memory, and with the 
approval of Mrs. Gregg, a memorial fund has 
been established by the National Health Coun- 
cil. Proceeds will support health careers 
activities. 
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journment of the 1954 National Health 
Forum the chief medical director of 
the Equitable Life Assurance Society— 
speaking as a member of the National 
Health Council Board of Directors and 
as a representative of a Sustaining Mem- 
ber of the Council—proposed to the 
National Health Council that the health 
agencies of the nation, working through 
the Council, initiate a program of com- 
munity action on the broad front of 
health personnel needs and that the pro- 
gram be started by developing and dis- 
tributing “careers in health” material 
for the information of every guidance 
counselor, as well as school administra- 
tors and teachers, and every career- and 
job-conscious student in every high 
school in the nation. This was the origin 
of the Health Career Horizons Project. 
And thus began a period of intensive 
activity on the part of the staff of the 
Bureau of Public Health of the Equitable 


which carried creative and operational 


responsibility for the initial phases of 
the Health Careers Project. 

Little evidence of concerted effort in 
any area was found. There were only 
scattered data, either as to shortages or 


needs. We found “hit-or-miss” recruit- 
ing efforts, essentially “hard-sell,” “one- 
shot” undertakings. It developed that 
the guidance people were quite correct 
about the somewhat cavalier approach 
by health people to the basic concept of 
career development as contrasted to 
recruitment. The professional people 
wanted to solve their problem—to get 
people on the job—and they seemed 
little concerned about the effect on the 
people whose lives would be involved. 
It was sort of—“‘what’s good for health 
fields is good for the country.” 

So we began by trying to identify the 
problem, and on the basis of the facts 
to fashion an approach consistent with 
the needs not only of the health field, 
but of the individuals and the commu- 
nities concerned. 

We concluded that somehow young 
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‘people, along with their families, friends, 
and their communities, must be stimu- 
lated to stop, look, and listen as they 
approached the choice of future careers. 
The job was to help them consider the 
importance of health careers when mak- 
ing job and career choices. The ques- 
tion was, of course, how to get them to 
stop and listen—how to reveal the ex- 
panding horizons of health careers. 


Youth's Conscience and Vision 


It seemed that part of the answer, at 
least, was to challenge the conscience 
and the vision of the nation’s young 
people at the time and at the place they 
took the first big step toward their career 
decisions. With the help of the guidance 
people we saw the time as being when 
students, as individuals, were ready. 
Most often this seemed to be in the last 
year or two of high school or in the 
early years of college, although it might 
be later in college or even in junior high 
school. 

The place of decision-making was 
found to be in the school or college and 
at home. Here, with the help and guid- 
ance of parents and relatives, of teach- 
ers, counselors, and friends, decisions 
are reached. Furthermore, decisions 
reflected not only the individual’s de- 
sires, what he knew about job careers, 
family views, his friend’s urgings, and 
his counselor’s advice, they also reflected 
the appeal of other fields in competition 
with the status and prestige of the health 
services. It was clear, also, that a vital 
element in career choice was the tenor 
of the times, essentially, the commu- 
nity’s estimate of the importance of 
health and the social values attached to 
a career in the health field. 

To succeed in enlarging the pool of 
manpower for health it seemed that at 
least two things had to be accomplished: 
first, we had to show individuals (mostly 
young people) that there actually were 
opportunities for productive careers of 
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service and satisfaction in the health 
field. Second, we had to aid in build- 
ing a climate of informed public opinion 
concerning the nation’s critical needs 
for health personnel and the validity of 
individuals making careers of health 
service. 

This was the general frame of ref- 
erence of the Health Careers Horizons 
Project, which in itself was merely a 
first step in a broad-scale careers-in- 
health cooperative undertaking of the 
professional and voluntary health or- 
ganizations and other concerned educa- 
tion and citizen’s groups. It was 
focused on a moving target: that of 
broadening the horizons of high school 
students and their families to job and 
career opportunities in the entire health 
field. This was necessary to clear the 
way for the individual health profes- 
sions, technologies, and services to reach 
a larger and more selective proportion 
of the potential pool of recruits. 

The immediate outcome of this work 
was the publication of the “Health 
Careers Guidebook” in the spring of 
1955, less than a year after the idea was 
broached. The Guidebook represented 
a collaboration of some 57 national 
health agencies and professional socie- 
ties, with the active and official par- 
ticipation of the National Association 
of Secondary School Principals and the 
National Vocational Guidance Associa- 
tion. 

Within the 150 pages of the Guide- 
book are authoritative and reasonably 
comprehensive statements of some 156 
health occupations. The statement of 
each of these was developed with care- 
ful consideration to the needs of the 
guidance counselor and of the indi- 
vidual student, and with scrupulous at- 
tention to facts, especially in such areas 
as job opportunities and salaries. Each 
also indicates active participation in the 
Health Careers Project by the profes- 
sional society indorsing the facts and 
signing the statement. Developed also 
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were a variety of supporting publica- 
tions, posters, a motion picture, and re- 
lated documents. In short, there is a 
wide range of materials available for 
those who want to participate in this 
approach to the health manpower issue. 

Fortunately, we were in a position 
to bring these new tools into the direct 
line of vision of the educators and guid- 
ance people who had first and special 
need for them. The very first step was 
to provide the principal of every sec- 
ondary school in the United States and 
every professional member of the Na- 
tional Vocational Guidance Association 
with a copy of the “Health Careers 
Guidebook” and supplementary mate- 
rial. Concurrently, the Guidebook and 
other Health Careers publications were 
made available without charge to local 
school administrators, junior colleges, 
and to other people and places in- 
volved—public employment services, 
vocational guidance units, veterans’ 
centers, military service personnel offices, 
community libaries, and youth serving 
agencies, and in addition, of course, to 
the health agencies directly concerned 
with career development. 


Community Action Trends 


No one should be under the illusion 
that publication of a document, however 
well done, produces results on its own. 
The Health Careers materials were 
created as tools to be used by guidance 
counselors and health people on their 
home grounds. The most encouraging 
and important part of the Health Career 
Horizons story is local acceptance of 
responsibility for action. An indica- 
tion of the level of interest is the fact 
that reports to the National Health Coun- 
cil show organized programs, placing 
special emphasis on health careers, are 
now under way in some 20 states and 
55 communities. These are relatively 
formal and well organized activities, 
typically representative of a number of 
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organizations and interests in the com- 
munity. There have been, in addition, 
hundreds of less formally organized and 
operated programs; the Health Careers 
staff of the National Health Council has 
been swamped with literally thousands 
of inquiries and requests for informa- 
tion and assistance. 

The pattern of leadership and of par- 
ticipation is variable, as it must be. 
State and community “coordinating” 
groups, such as health councils, have 
been prominent. Often a voluntary 
health agency has provided the initial 
spark and followed through. In a few 
cases the state public health association 
has carried the ball. Rather consis- 
tently involved—more and more in key 
roles—are the official health agencies, 
even though they have been slow to get 
into the swing. As of now, every state 
health department is involved to some 
degree, as are several hundred county 
and city health departments, and all the 
federal units at national and regional 
levels. All this has developed in a 
matter of less than two years and the 
trend is still upward. There is reason 
to believe that this Health Career Hori- 
zons concept is being looked upon seri- 
ously as a long-range operation and not 
merely as a “one-shot” activity. 

Current activities in three states rep- 
resent various stages in the evolution of 
state-wide health career activities: in 
one, a 10-member public health careers 
committee has been organized; in an- 
other, the state health council reports 
27 county programs, nine with formally 
organized committees; another state 
health council held a two-day health 
careers conference for leaders of more 
than 45 state-wide agencies and made 
plans to get the facts on personnel needs 
and to gear their health careers activities 
to these facts. 

As a result of one local committee’s 
efforts, a leading newspaper cooperated 
with health organizations, hospitals, and 
educational authorities to put on a 
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health careers exhibit. In another city 
the program of the health careers com- 
mittee is being expanded to improve the 
quality of health careers interpretation 
throughout the city school system, with 
the department of education actively co- 
operating. Another local committee re- 
ports that nearby nursing school classes 
are filled; according to the schools the 
quality of candidates has also improved. 

Here are the top items in the first 
year-end report of one local health 
careers committee: membership covers 
the high school counseling services, the 
local employment service, the women’s 
auxiliary of the county medical society, 
as well as community health agencies. 
Projects completed include providing all 
high school guidance counselors with 
Health Careers information kits, con- 
ducting a series of guidance counselors’ 
field trips to hospitals and health cen- 
ters, using exhibits and press releases 
to step-up public understanding, and 
staging a health careers radio panel as 
part of a regular local broadcast. Future 
plans called for providing counselors 
with information on college admission 
procedures and on scholarships, ar- 
ranging field trips with parents and 
students as well as counselors, develop- 
ing a series of health programs for local 
parent teacher groups and other inter- 
ested organizations, and expanding the 
use of exhibits, radio, and television. 


National Agency Activity 


On the national scene the participa- 
tion of national agencies in the Health 
Careers Project has broadened as more 
agencies become participants and deep- 
ened as agencies develop more intensive 
health career activities as an integral 
part of their own programs, this being 
a direction in which real progress can 
be achieved. 

At present there are 99 national health 
agencies, professional societies, and re- 
lated groups participating in one way 
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or another in the Health Career Hori- 
zons Project. Substantially all of these 
organizations have brought the health 
careers idea and publications to the at- 
tention of the affiliates throughout the 
country; nearly all have taken initiative 
in providing for the distribution of 
Health Careers materials through their 
own channels. Many, including those in 
the fields of education and counseling, 
have vrovided specialized advice and 
guidance. 

Despite rapidly widening participa- 
tion in the Health Careers Project, what 
has been accomplished thus far is hardly 
a beginning. Yet in the very spon- 
taneity and continuity of activity 
throughout the nation there is clear 
proof that the Health Careers concept 
is contributing toward the solution of a 
critical problem of today—and for to- 
morrow. The Health Careers idea is 
making itself at home in the thinking 
of school people and health people. 
They in turn are taking the initiative 
and are translating it for the nation’s 
young people ifto the reality of youth’s 
day-to-day learning and experience. 


Some Underlying Problems 


We cannot, however, afford the luxury 
of feeling that because many of us are 
busy at this task that the underlying 
issues will be resolved. It behooves 
each of us to look into these in our own 
communities, our own agencies, our 
own professions. Have we critically ex- 
amined our own programs and needs in 
the light of the over-all health manpower 
picture? Have we—will we—accept our 
responsibilities for action in our own 
communities and professional fields? 

It is apparent that no approach to 
health manpower problems can be seg- 
regated from the larger issues presented 
by the growth of our population and 
the maturing of our democracy. We 
cannot realistically side-step, for exam- 
ple, consideration of the impact on 


1397 


health personnel procurement and train- 
ing of the growing problem of providing 
adequate general educational facilities 
at both secondary and college levels. 

The health field, as all recognize, re- 
lies heavily on training after high school. 
For every high school graduate who 
goes on with his education, another who 
is equally good “college material” does 
not. Even if the high school graduate 
does enter college, he is not necessarily 
among those “saved” for health careers 
or for any other specialized field. The 
appalling facts are that more than one- 
fourth of those who start out do not 
come back after their freshman year— 
that only about half of those who enter 
college see it through all the way. The 
implications here are obvious in terms 
of needs for basic guidance services, 
scholarships, and other financial ar- 
rangements. Possibly more acutely, this 
points to the need of a far more com- 
prehensive system of community col- 
leges than we now have. 

As in the area of basic education, the 
crying need for more and better public 
understanding is a top-ranking element 
in the health manpower situation. It 
may very well represent a point at which 
a most unique and profitable contribu- 
tion can be made by public health or- 
ganizations, voluntary health agencies, 
and professional societies. It is incon- 
trovertible that the level of public un- 
derstanding and awareness, the status 
assigned and values attached to a prob- 
lem by the public are the matrices in 
which progress takes place. 


A Community-Professional Crisis 


America approaches a critical junc- 
ture in its path toward adequate medical 
care and health services, as we see a 
rising demand for services coinciding 
with a deficit in personnel resources to 
meet the demand. It is no exaggeration 
to say that this represents a challenge to 
the conscience and vision of our youth; 
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a challenge to the practicality and public 
spirit of our citizenry; a challenge to the 
judgment and public responsibility of 
business interests instrumental in financ- 
ing medical care and health services; a 
challenge to the wisdom and resource- 
fulness of our health and medical pro- 
fessions. 

I submit to you as a fact that the real 
Achilles’ heel in public health is the 
crisis in our health manpower resources 
and that it is incumbent upon us in the 
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health professions and upon those of us 
who have accepted responsibilities in 
voluntary health agencies to see to it 
that the problem is understood by the 
community, and that steps are taken to 
deal with it before it gets out of hand. 
This Achilles’ heel is not a problem for 
the professions alone, nor can it be 
protected by them alone. Mastering the 
problem of health personnel is a prob- 
lem for all the people, because health 
is the natural resource of all the people. 


Cleveland Health Museum Expands 


The Cleveland Museum is adding 5,000 square feet of office space. 
been achieved through what might be called a barter transaction. 


This has 
A neigh- 


boring building has been leased in return for the use of 15,000 square feet of 
museum land to expand the neighbor’s parking facilities. 
The newly leased building will house the workshop of the museum and 
some of the offices, leaving the released space in the museum building for exhibits. 
Another development at the museum is the “Share the Cost” plan of the 


Education Department. 


facilities will help to offset its expenses. 
eventually the plan will add $5,000 to the museum’s annual income. 


Under this plan schools that regularly use the museum’s 


Begun last year, it is expected that 
Schools 


that join the program have free use of loan exhibit material and films prior 


to their museum visits and priority on reservations. 


continue to be serviced. 


All schools. however, will 


‘ 


Public Health Administration in the United 
States and England—Baltimore and 
Birmingham Compared 


HUGH PAUL, M.D., D.P.H. 


Is the other fellow’s garden really 
greener? In this paper Dr. Paul 
compares public health administra- 
tion in a large American municipal- 
ity with that of an English city and 
notes differing degrees of greenness. 


%¢ The United States represents the most 
highly individualistic country in the 
world, and England is undoubtedly the 
most advanced Welfare State of modern 
times. One would therefore expect to 
see great variations in the nature, extent, 
variety, complexity, and purpose of pub- 
lic health practice and procedure in 
the two countries, especially in the sec- 
tions concerned with the lower paid 
classes in the community. These varia- 
tions are indeed considerable, but so are 
the similarities, and each country can 
learn much from a study of the methods 
of the other. It is probably true that 
American public health physicians know 
more about English public health than 
the English know of American; this is 
mainly because Americans may and do 
cross freely to England as very welcome 
visitors, without any international com- 
plications; whereas the Englishman, be- 
cause of the European dollar shortage. 
must perforce possess immense _perti- 
nacity as well as luck before he can man- 
age to make the westward trip. This is 
unfortunate, because at no time in pub- 
tic health history has an Englishman 
been able to learn so much from a study 
of American practice as at present, and 
at no previous time in the history of 


English public health has it been more 
necessary for him to recast his ideas 
and to study new ideas and new de- 
velopments in other countries. 
American public health administra- 
tion, so far as it is known in England. 
is very much alive and appears to be 
developing fast on new and original 
lines. It is less traditional than the 
English, and the American commis- 
sioner of health is free from the fault 
of living in the past, however glorious 
the past may have been. He is not hide- 
bound by tradition and lacks the tend- 
ency of the English medical officer of 
health, now fortunately being tardily 
overcome, of wishing to continue the old 
methods simply because they have been 
successful in the past. Attention to such 
new epidemiologic problems as the in- 
creasing toll of health and life from road 
accidents, cardiovascular diseases, dia- 
betes, peptic ulcer, and other stress dis- 
eases is a much more marked feature 
of modern American practice than of 
English, and the employment of fully 
qualified biostatisticians and an appre- 
ciation of their value are more notable 
in the United States. The chief impres- 
sion which an Englishman obtains from 
conversation with his opposite number 
visiting England from the United States 
is of intense enthusiasm, an enthusiast 


Dr. Paul is honorable consultant in epi- 
demiology, Birmingham Regional Hospital 
Board, and former medical officer of health. 
Smethwick County Borough, lecturer in pub- 
lic health, Birmingham University, and some- 
time examiner in public health, London Uni- 
versity, England. 
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which is searching and original in its 
outlook—unwilling to be tied down by 
precedence or tradition. One could per- 
haps make too much of this point, as 
it is to be expected that those admin- 
istrators who are willing and anxious 
to take the trouble to come across to 
study English practice are more enthu- 
siastic than the average. 


Recent Changes in England 


Public health administration in Eng- 
land has a glorious history, but during 
the past nine years, following the com- 
ing into being of the Welfare State in 
1948, it has been subject to frustration, 
despair, and depression because of the 
mutilation of its powers by recent legis- 
lation. The National Health Service 
Act, 1946, took away from local author- 
ities not only their general hospitals but 
also their infectious diseases hospitals, 
their tuberculosis senatoria, and their 
maternity hospitals. The present posi- 
tion is that the medical officer of health 
is responsible for the prevention of in- 
fectious diseases, but not for their cure. 
He is not responsible for either the diag- 
nosis or treatment of tuberculosis, for 
the mass radiography schemes, or for 
the work of the tuberculosis physicians 
who administer the antituberculosis 
schemes; he is, however, responsible for 
the prevention of the disease and its 
aftercare. The supervision of dairy 
herds and the work of insuring that 
dairy herds are free from tuberculosis 
have now been given to the central gov- 
ernment in London. 

Following the loss of so many of 
their public health functions, English 
medical officers of health have passed 
through a phase of bewilderment and 
frustration, but this phase is now pass- 
ing, as new fields of endeavor have 
opened up; and it is being realized that 
the future of public health in England 
is as full of brilliant possibilities as 
its members wish to make it and that 
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the opportunities of the future will be 
as great as in the past. 


American Visitors in England 


Visits to England of distinguished 
American public health administrators, 
such as Dr. Ira V. Hiscock of Yale, 
Dr. Henry F. Vaughan of Michigan, Dr. 
John E. Gordon of Harvard, and others 
have enabled their English colleagues to 
learn much of American practice, and 
in April, 1956, at the Congress of the 
Royal Society of Health in Blackpool, 
England, interest was stimulated and in- 
tensified by the discourse of Dr. Hunt- 
ington Williams, commissioner of health 
of Baltimore. Dr. Williams’ address 
was a highlight of the conference. 


Baltimore and Birmingham 


It is therefore with great interest that 
medical officers of health have studied 
his annual report for 1955 as commis- 
sioner of health for Baltimore. At about 
the same time the annual report of the 
medical officer of health of Birmingham, 
England, was published, and as these 
two cities are of roughly comparable 
size a good opportunity arises to com- 
pare administrative practices in the two 
cities. 

Birmingham has a population of 
1,113,000, while Baltimore numbers 
966,000. There are a few thousands of 
nonwhites in Birmingham, mainly Pak- 
istanis and Jamaicans, but the nonwhite 
population of Baltimore is 265,000, a 
matter of over one-quarter of the entire 
population. 

A study of the two reports shows at 
once the difficulty of comparing public 
health conditions. In England there is 
a State Medical Service which purports 
to provide complete medical care from 
conception to the grave (including the 
cost of burial); this care, as well as 
most of the city’s health services, in- 
cluding institutional care, are free to 
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the citizen, in the sense that he pays 
through his taxes and local rates and 
not by specific payment at the time. 
Further, as some of the municipal serv- 
ices have been encouraged and devel- 
oped by the state for over a generation, 
it is not surprising that public-provided 
clinics and home visiting services in 
England are used extensively. The re- 
viewer, therefore, has the task of com- 
paring a State Medical Service with a 
system which has a large voluntary ele- 
ment and is less subject to national or 
federal legislation. There is, however, 
some control in Baltimore of the city 
health services by the State of Maryland 
and there are federal subsidies on a 
“matching” basis. In Birmingham, as 
in other English cities, most of the 
health services are under the supervision 
of the central government, which makes 
a very substantial grant toward the 
cost; but though the government has 
considerable influence on policy, the 
actual administration is solely the re- 
sponsibility of the City Council. An- 
other difference between the two coun- 
tries lies in the different position and 
status of the American commissioner of 
health and the English medical officer 
of health. Historically in England, the 
medical officer as a public officer has 
been accustomed and trained to avoid 
the limelight of personal publicity and 
public statements about his work are 
traditionally made by his chairman, an 
unpaid layman. This has serious dis- 
advantages. In the United States, how- 
ever, the commissioner is an important 
public figure and welcomes publicity for 
his department and his work. 

Nevertheless, the similarities in Bal- 
timore and Birmingham are more nota- 
ble than the differences. 


Vital Statistics 


The vital statistics are rather similar. 
There are no significant differences in 
the birth rates, the death rates, the 


1401 


maternal and infant mortality rates, and 
the tuberculosis morbidity and mortality 
rates. 

In the field of infectious diseases 
there were some differences. In each 
city diphtheria has virtually disap- 
peared, only two cases occurring in 
Baltimore and four in Birmingham. In 
Birmingham, however, there were 24,- 
714 notifications of measles and only 
924 in Baltimore. The difference is 
mainly, though not entirely, due to the 
biennial incidence of this disease, for 
the Birmingham figure for 1954 was 
only 456, and for Baltimore 5,764. 
There were 2,955 notifications of whoop- 
ing cough in Birmingham with five 
deaths and 140 in Baltimore with one 
death. The Birmingham incidence was 
high compared with other towns in Eng- 
land. But even so the difference is 
striking, for the incidence of this disease 
does not fluctuate violently from year 
to year, at least in England and Wales, 
and may or may not be due to the fact 
that the Birmingham municipality, un- 
like most other English towns, does not 
provide an immunization service in re- 
spect of this disease. Birmingham fam- 
ily doctors, however, immunized 3,433 
children, but this is almost a negligible 
proportion of the children at risk in the 
city. Baltimore had only 33 cases of 
paralytic poliomyelitis, a surprisingly 
small number, while Birmingham had 
38 cases, but it must be admitted that 
the fluctuations in the incidence of this 
disease are such that comparison is 
inadmissible. The low Baltimore figures 
were probably influenced by the im- 
munization campaign which was carried 
out in the city for no fewer than 32,499 
children received a first injection of the 
Salk vaccine in April and May, 1955. 
Of these, 30,755 children received a 
second injection in November and De- 
cember. In England, vaccination against 
poliomyelitis was not introduced until 
1956, 

There were 23 deaths from syphilis 
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in Birmingham in 1955, and 59 in 
Baltimore. 


Health Education 
In the field of health education (the 


Birmingham term) and health informa- 
tion (the Baltimore term) both cities 
have been most energetic, though on 
rather different lines. Baltimore is 
fortunate in being able to use both 
radio and television and there were 
weekly programs sponsored jointly by 
the City Health Department and the 
medical and chirurgical faculty of 
Maryland. The end of 1955 saw the 
852nd radio program and the 364th 
television program. Each week the com- 
missioner issues a weekly Saturday Let- 
ter to the mayor which serves as a news 
release and resulted in 523 articles in 
the press during the year. The Balti- 


more Health News is published monthly 
and a Statistical Report is issued quar- 


terly. No fewer than 3,600 copies of 
the commissioner’s Annual Report were 
distributed, a figure which will surprise 
most English medical officers of health. 
There were also a large number of ex- 
hibits, posters, health meetings (982), 
film showings. (528), and presumably a 
great deal of health information at the 
various maternity and infant clinics. In 
connection with the poliomyelitis cam- 
paign English hearts are warmed by the 
news that the commissioner himself 
gave the first injection. We have no 
definite information on the subject, but 
we suspect that the medical officer of 
health of Birmingham did not person- 
ally give the first injection in that city! 

Health education in Birmingham is 
also intensive and highly organized. 
The British Broadcasting Corporation 
is so staid and old-fashioned in its out- 
look and methods that it would regard it 
as akin to sacrilege to allow a municipal- 
ity to broadcast locally on matters of 
health, or indeed on any other matters! 
This is rather surprising, for in the 
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olden days when the city of Hull en- 
joyed a local broadcasting service, the 
medical officer of health, Dr. Allen 
Daley, now Sir Allen Daley, made fre- 
quent broadcasts on topical matters of 
health. Perhaps in time, much time, the 
British Broadcasting Corporation may 
mellow somewhat and encourage local 
talks on health. In the meanwhile, 
Birmingham, unlike Baltimore, cannot 
use the radio and television in its health 
education program. The Birmingham 
medical staff do a considerable amount 
of teaching, but in addition the munic- 
ipality employs three full-time organ- 
izers and 115 part-time lecturers. These 
teachers gave 4,223 lectures, of which 
2,342 were in schools, 514 to youth or- 
ganizations, and 1,367 to adult audi- 
ences. During the year 119 film shows 
were given. The press is invited to 
participate in health education and 
monthly articles on various aspects of 
health are written by members of the 
staff and submitted to the Birmingham 
daily and weekly papers. In addition, 
films, posters, exhibitions, etc., are 
freely used. 


Maternal and Child Care 


These methods of health education, 
however, are merely ancillary to the 
main educational activities of the health 
departments. Between the two wars it 
has been the custom in England and 
Wales for the great majority of ex- 
pectant mothers to attend the municipal 
antenatal clinics, and for most infants 
under one year of age to be brought to 
municipal infant welfare clinics. Since 
1948, when every person became en- 
titled to the services of a family doctor, 
paid for from national funds, these at- 
tendances have dropped considerably. 
In Birmingham in 1947, 84 per cent of 
expectant mothers attended the munici- 
pal antenatal clinics, and attended reg- 
ularly, but the proportion has now 
dropped to 25 per cent. This trend is 
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also apparent in the attendances at the 
municipal infant welfare clinics. But, 
although the numbers of infants attend- 
ing in Birmingham fell in 1955 to 52 
per cent of the births, elsewhere in the 
country the attendances still remain 
high. In the London County Council 
area the figure is still about 80 per cent. 
It is at these clinics that the mothers 
receive the most valuable and personal 
health advice, for in the quiet atmos- 
phere of the doctor’s room the mother 
has a personal, intimate, and unhurried 
discussion about the health of her child, 
and not of children in general. It is 
these heart-to-heart talks at the health 
clinics which represent English health 
education at its best. The family doc- 
tor could in theory give the same valu- 
able advice, but if every family doctor 
with 3,000 persons on his list—not an 
unusual number—were to give to each 
of his patients a 15-minute talk on 
health each year, it would lengthen his 
working week by more than 15 hours! 
It may be assumed that advice on health 
matters is on much the same lines in 
Baltimore. 

The attendances at infant welfare 
clinics in Birmingham in 1955 were 
169,280, and in Baltimore 80,156, a 
rising figure. In view of the totally 
different social and medical conditions 
in the two countries, the Baltimore at- 
tendances are highly creditable to the 
Health Department. 

Probably the most striking difference 
between the American and British prac- 
tice, as shown in these two reports, 
relates to confinements. No fewer than 
96 per cent of Baltimore babies were 
born in hospitals, 98.9 per cent were 
delivered by physicians, and only 0.9 
per cent by midwives. In Birmingham 
65.2 per cent were delivered in hos- 
pitals and nursing homes and the re- 
mainder at home. Further, these figures 
of institutional births represent an in- 
crease of 20 per cent since 1951. Of 
the mothers delivered at home, 97 per 


cent were delivered by midwives; 
though family doctors were in general 
charge of most of the pregnancies, in 
most cases they were not present at 
the actual deliveries. English medical 
opinion is in general that confinements 
should when possible be conducted at 
home. The number of day nurseries in 
Birmingham has steadily declined since 
the end of the war and in 1955 there 
were 28 with 1,266 places. Baltimore 
had 78 with 2,892 places. 


School Health Service 


In the realm of school health there 
are great differences in the matter of 
attendances of parents at medical ex- 
amination of their children. In Bir- 
mingham a parent was present at 96 
per cent of the examinations of entrants, 
89 per cent of intermediates, and 56 
per cent of “leavers.” In Baltimore a 
parent was present at only 38 per cent 
of school medical examinations. The 
figures are not comparable, however, for 
in Baltimore parents are invited to get 
their private doctors to fill in the med- 
ical examination form and about 50 
per cent do so and are not therefore 
examined in the schools as entrants. 


Sanitation 


In the matter of sanitation the Balti- 
more commissioner of health is to be 
congratulated on his success in securing 
the passage of the new housing ordi- 
nance relating to the provision of bath- 
rooms, which came into operation on 
January 1, 1956. This ordinance pro- 
vides that “every dwelling unit shall 
contain within a room which affords 
privacy, a bathtub or shower in good 
working condition which shall be prop- 
erly connected to both hot and cold 
water lines and to the public sanitary 
sewer or to an approved sanitary sewage 
disposal system.” 

As a large minority of houses in 


E 
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Birmingham and other cities in England 
have no bathroom at all, medical offi- 
cers of health will be envious of Dr. 
Huntington Williams, who has secured 
powers to enforce the provision not only 
of a bathroom for each house, but a 
bathroom for each separate tenancy! 
Most English medical officers of health 
have been fighting for lesser powers 
than these for more than a generation— 
and without success as yet. 


Conclusion 


It is both difficult and invidious to 
compare the services in typical Ameri- 
can and British cities, for the social, 
economic, and political backgrounds are 
so dissimilar. However, a study of the 
differences in practice is a healthy dis- 
cipline and can be mutually stimulating. 
Actually, the Baltimore Public Health 
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Department is the oldest in the United 
States and much older than any public 
health department in England. It has 
been in continuous existence since 1797. 

To sum up, it would be fair to say 
that the health services of both cities 
compared are administered with en- 
thusiasm, skill, efficiency, and imagina- 
tion. The Birmingham scheme is pos- 
sibly more comprehensive and _ perva- 
sive, because of the social and political 
background to the municipal services in 
England. The Baltimore scheme ap- 
pears to be freer, more imaginative, and 
less bound by tradition, in spite of its 
long history. An English reviewer gath- 
ers the impression that its health serv- 
ices are forceful, potent, and eager, and 
that their development under the dy- 
namic leadership of the present com- 
missioner of health will be vivid, rapid, 
and inspiring. 


Useful Information on Poisoning Control 


The October issue of “Home Safety Review, 


a 32-page monthly publication 


of the National Safety Council, is almost entirely devoted to information on the 
control of accidental poisoning. It includes articles on the location and distribution 
of about 90 poison control centers in the United States and Canada, descriptions 
of a community poisoning prevention project, of a sample training program 
(Rochester, N. Y.) for public health nurses in safety and poisoning control, and 
of articles on the treatment and toxicity of household poisons, as well as informa- 
tion on incidence and possible control measures for lead poisoning, poisoning with 
insecticides and other pesticides and additional information in the general area 
of the control of accidental poisoning. National Safety Council, 425 N. Michigan 
Ave., Chicago 11, Tll.; $.25. 


The role of the ECHO viruses in 
relation to disease is a subject of 
current interest and research. The 
authors of this paper have studied 
the types and distribution of these 
viruses in Idaho and Montana, 
where nothing was known about 
their types and distribution. Fur- 
thermore, the viruses were isolated 
during a _ poliomyelitis epidemic, 
and the sample population was ob- 
tained around patients as index 
cases. The findings suggest that 
illnesses often diagnosed as non- 
paralytic poliomyelitis may be 
caused by such ECHO viruses. 


%% The use of monkey kidney tissue 
cultures recently has revealed the ex- 
istence of an entirely new, large, and 
heterogenous group of viruses which 
can be isolated readily from the human 
throat or intestinal tract. This group, 
known as ECHO viruses (enteric cyto- 
pathogenic human orphan), is com- 
posed of many antigenically distinct 
types.’ Fifteen antigenic prototypes 
have been recognized.’:*}® They are 
not antigenically related to any of the 
known disease-producing viruses which 
also can be isolated from the human 
alimentary tract. 

Members of the ECHO group have 
been isolated from stools of healthy 
children, and less frequently adults, in 
different parts of the world.** They 
also have been recovered from patients 
with lower motor neuron paralysis and 
aseptic meningitis.7"* Their actual re- 
lationship to disease is largely unknown 
(hence the original term “orphan” 
virus) and is a subject of current 
research, 

In the course of poliomyelitis sur- 
veillance studies in Idaho and western 
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Montana that followed the initial use 
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of Salk vaccine in the spring of 1955, 
32 strains of ECHO virus were isolated 
from stool samples taken from individ- 
uals suffering from disease resembling 
poliomyelitis or from immediate family 
contacts of such patients. These virus 
strains were investigated for two rea- 
sons. First, nothing was known about 
the types and distribution of ECHO 
viruses in this particular geographic 
area. Second, the ECHO virus isola- 
tions were made during a poliomyelitis 
epidemic and the population sampling 
was oriented around poliomyelitis pa- 
tients as index cases. Thus, this study 
differs from most previously published 
studies in which ECHO virus strains 
were isolated from healthy people dur- 
ing interepidemic periods of poliomye- 
litis or from patients during epidemics 
in which poliovirus was not a con- 
spicuous factor. Extensive poliomyelitis 
surveillance was carried out in Idaho 
and Montana beginning late in April, 
1955. The first ECHO virus was iso- 
lated from a stool collected on the fol- 
lowing August 7, and all subsequent 
ECHO virus isolations, except one, were 
made during the period of August 7, 
to October 2, 1955. Stools collected 
during this period from 216 individuals 
were included in this study. 

This report describes the results of 
virus neutralization tests with these 32 
viruses, their growth in primate tissue 
cultures of three different cell types, 
and their epidemiologic relationships. 


The authors are associated with the U. S. 
Department of Health, Education, and Wel- 
fare, Public Health Service, National Institutes 
of Health, National Institute of Allergy and 
Infectious Diseases, Rocky Movntain Labora- 
tory, Hamilton, Mont. 
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Material and Methods 


Viruses—Isolation was accomplished 
by inoculation of stool extracts into 
rhesus monkey kidney tissue cultures." 
The viruses were categorized as ECHO 
viruses according to the criteria sug- 
gested by the Committee on the ECHO 
Viruses.'_ Thus, they were not neutral- 
ized by pooled antiserums for the three 
types of poliovirus; they were not path- 
ogenic in day-old mice nor were they 
neutralized in tissue culture by antiser- 
ums against six Coxsackie types (Bl- 
B5 and A9), which cause cytopatho- 
genic effects in monkey kidney tissue 
culture; and they did not produce cyto- 
pathic changes characteristic of the 
adenovirus '* group in monkey kidney 
cell cultures or fix complement in tests 
with adenovirus antisera. 

Each isolate was mass cultured in bot- 
tle cultures of monkey kidney cells, 
titrated, and stored at —60° C in sealed 
glass ampules until used. 

Sera—ECHO type-specific rabbit an- 
tisera used in the neutralization tests 
were prepared as previously described.® 
Gamma _ globulin pools, representing 
pools of donors from three different 
geographic areas of the United States, 
were procured from commercial sources. 
Patients’ sera taken in the field were held 
at —35° C until used. 

Cells—Rhesus monkey kidney cells 
were used in all neutralization tests. 
They were prepared and grown by meth- 
ods already thoroughly described * ' 
and maintained on MS* plus 5 per 
cent calf serum or on a medium con- 
sisting of 0.5 per cent lactalbumin hy- 
drolysate in Earle’s salt solution plus 
5 per cent calf serum. 

HeLa cells '* were grown on a me- 
dium consisting of 40 per cent human 
serum in Hanks’s solution and Maben 
cells ® on medium 199 *° containing 20 
per cent human serum. Before inocu- 
lation with virus, cultures of these cells 
were washed three times with Hank’s 


NOVEMBER 1957 AMERICAN JOURNAL OF PUBLIC HEALTH 


solution and subsequently maintained on 
a mixture of 5 per cent calf serum, 
5 per cent chicken serum, and 90 per 
cent MS. 

Neutralization Tests—All neutraliza- 
tion tests were performed in rhesus kid- 
ney cell cultures with 100 TCDso of 
virus as measured by tissue culture titra- 
tion and calculation of the end point by 
the Reed and Muench method.*! As 
previously described,® neutralization 
tests to determine antigenic type were 
performed by mixing virus suspension 
with an equal volume of antiserum con- 
taining 20 units! of antibody. Follow- 
ing one hour of incubation at 37° C, 
0.2 ml aliquots of the serum-virus mix- 
ture were added to tubes of monkey 
kidney cultures. These preparations 
were incubated at 37° C for seven to 
nine days, during which time they were 
periodically examined. Control virus 
titrations were carried out simultane- 
ously. Neutralization tests with patients’ 
sera and with three pools of gamma 
globulin were carried out similarly, 
except that serum or gamma globulin 
dilutions of 1:5, 1:25, and 1:125 were 
used. In monkey kidney cultures 
1:5 dilutions of gamma globulin often 
caused a nonspecific toxic reaction which 
was not encountered at dilutions of 1:25. 
Different criteria were employed in 
reading the two neutralization tests. 
Complete inhibition of cytopathogenesis 
by antiserum was the criterion in the 
typing tests, whereas marked inhibition 
of cytopathogenesis, but not necessarily 
complete inhibition, was regarded as in- 
dicative of the presence of specific anti- 
bodies in gamma globulin and patients’ 
sera. 


Results 


Neutralization Typing Tests—Of the 
32 ECHO virus isolates, 24 were identi- 
fied by neutralization tests with antisera 
against 15 ECHO virus prototypes. One 
was ECHO-3, 12 were ECHO-4, 11 


‘ 


were ECHO-14, and eight were not 
typable. These findings are in contrast 
to studies of healthy populations *® in 
which a larger variety of identified 
ECHO virus types was found. ECHO 
virus was reisolated from each original 
stool extract to confirm the initial isola- 
tion. On the assumption that some of 
the eight untypable viruses might con- 
sist of mixtures of two known ECHO 
types, neutralization tests were per- 


formed with a pool of antisera con-~ 


taining antibodies against 14 ECHO 
prototypes. None of the eight untyp- 
able strains were neutralized by this 
antiserum pool. 

Growth in Primate Cells—The growth 
rates of the 32 ECHO viruses were, with 
one exception, moderate, i.e., the virus 
titration end point in monkey kidney 
tissue cultures was reached in from five 
to six days. The exception was an 
untypable ECHO which reached an end 
point in from seven to nine days. The 
average titer for ECHO-4 strains in mon- 
key kidney cultures was 10°-°, for ECHO 
—14 strains 10*-°, for the one ECHO-3 
strain 10*7, and for the untypable 
strains 10*°, 

ECHO virus prototypes 4 and 14 
would not grow on either HeLa or 
Maben cells according to a previous 
report.® These findings were confirmed 
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in the present study. Likewise, none 
of the newly isolated ECHO-4 or ECHO 
-14 strains produced specific cytopathic 
effects in these cells when inoculated in 
100 TCDs9 amounts. With the excep- 
tion of one ECHO-14 strain which pro- 
duced a titer of 10** in cultures of 
Maben cells, virus growth was not de- 
tected by titration of the supernates in 
monkey kidney cell cultures. 

Epidemiology — The incidence of 
ECHO virus infections by age group 
(Table 1) shows a broad distribution 
extending into the age group of 25 years 
and over. The rate of ECHO virus re- 
coveries, in contrast to that found by 
Ramos-Alvarez and Sabin,? remained 
essentially constant for the five age 
groups of individuals from one to 24 
years of age. 

ECHO viruses were widely distributed 
in the area studied. Thus, our 32 
ECHO isolates were recovered from 
members of 25 households from which 
48 persons were tested. In 18 of these 
households, only a single member was 
tested. Each of the remaining seven 
households contributed from three to 
six members. In three of these families, 
virus was recovered from five of six. 
three of six, and two of three members, 
respectively. With one exception, no 
more than a single type of virus was 


Table 1—The Distribution of Idaho-Montana ECHO Virus Isolations by Age Group 


Number of 
Individuals 


ECHO Virus Type 


Per cent 


Age 


Group Tested E3 


E14 x1 Total Incidence 


51 
5-9 49 
10-14 27 
15-19 12 
20-24 10 
25 and over 48 
Unknown 19 


m | 


216 


Total 


wooconne 
Bl wnwnnorn 


1 Untypable ECHO strains. 


13.7 
14.3 
33.2 
: 16.7 
20.0 
4.2 
15.8 
| 14.8 
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isolated from a given family. In the 
exception, an untypable virus and an 
ECHO-4 virus were isolated from the 
same family, though from different in- 
dividuals. Since repeated sampling of 
each household was not done, reliable 
data concerning spread of these ECHO 
viruses within families were not ob- 
tained. 

In terms of distribution by ECHO 
type, ECHO-4 was isolated from eight 
families (12 isolations), ECHO-14 
from 10 families (11 isolations), and 
untypable ECHO virus from seven fam- 
ilies (eight isolations). ECHO-3 was 
isolated just once. 

Distribution of ECHO types by diag- 


nosis and locality was as follows: 
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men was obtained from each patient. 
ECHO virus was recovered from 20 of 
93 (22 per cent) specimens collected 
within three weeks after onset of the 
patient’s illness and from one of 17 
specimens (6 per cent) taken between 
the third and 19th week after onset. Col- 
lection dates for the remaining 12 speci- 
mens from which two ECHO viruses 
were recovered were unknown. Thus, 
most of the 23 ECHO viruses were re- 


‘covered early in the course of illness. 


The significance of the observation is 
lessened, however, by the small number 
of specimens collected later than three 
weeks after onset. 

Stools from 93 of the 122 patients 
represented in Table 2 were collected 


ECHO Types 


Diagnosis 


Paralytic 
Nonparalytic 
Healthy contact 


Totals 


* Untypable. 

Work of other investigators 
has strongly suggested that certain 
ECHO virus types may cause ill- 
ness clinically similar to nonparalytic 
poliomyelitis. Therefore, available data 
were examined from this viewpoint. 
The 216 individuals comprising the 
original Idaho and Montana study were 
grouped according to three categories: 
paralytic, nonparalytic, and healthy con- 
tacts of the first two groups. The inci- 
dence of ECHO virus isolations among 
these groups was then compared. 

The distribution of specimens and 
virus isolations grouped according to 
the time after onset of illness when 
specimens were collected from the 122 
patients comprising the first two groups 
is given in Table 2. A single stool speci- 


within three weeks of onset of illness. 
Since it is more likely that virus iso- 
lated during this period was relevant 
to the patient’s disease, the incidence of 
ECHO virus and poliovirus isolations 
from this group of 93 is compared with 
the incidence of virus recovery from 
the stools of 94 healthy contacts in 
Table 3. 

In the Idaho study, the incidence of 
ECHO virus in the nonparalytic group 
was high (50 per cent), whereas in the 
paralytic and healthy contact groups it 
was low (7 per cent and 11 per cent, 
respectively). Of 20 persons classed as 
nonparalytic, ten yielded ECHO virus 
only, and four poliovirus only. Further 
examination by serologic tests of this 
group, as well as of the other groups, 


Idaho Montana 
0 2 2 0 0 Oo 3 0 
1 4 2 4 0 1 3 1 
' 0 5 1 3 0 0 0 0 
| 1 ll 5 7 0 1 6 1 
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Table 2—The Distribution of Virus Isolations According to 
the Time After Onset of Illness 


Montana 
Weeks After Onset 


Idaho 
Weeks After Onset 


3-19 Unknown Total 3 


Clinical Virus 


3-19 Unknown Total 


Diagnosis Isolated 


Polio 
Coxsackie 
ECHO 
None 


Polio 
ECHO 
None 


Paralytic 


Nonparalytic 


wl noo 


Total 


— 


~ 


eta Boa 
e!lwoo coon 
coow 


& | 


was not possible since very few paired 
sera were available, and those speci- 
mens which were submitted had been 
taken, in most cases, early in the course 
of disease. Of 28 paralytic patients, 
two harbored ECHO virus only, 18 
poliovirus only, and one harbored Cox- 
sackie A~9 virus. In the healthy con- 


tact group, nine ECHO viruses were 
recovered. Of 81 persons in this group, 
56 were contacts of paralytic patients 


and 25 of nonparalytic. Such analysis 
of the healthy contact group was not 
revealing, since the same proportion of 
virus isolations was obtained from each 
subdivision. Even this fact had little 
meaning since four isolations (all 


ECHO-4) were from members of one 
family and two (ECHO-14) from mem- 
bers of a second family. 

In contrast to results of the Idaho 
study, the Montana study failed to show 
any great difference in the incidence of 
ECHO virus isolations from the para- 
lytic poliomyelitis group (15 per cent) 
and the nonparalytic group (20 per 
cent). No virus was recovered from 
the small group of healthy contacts. 
As in the Idaho study, a more complete 
investigation by serologic tests was pre- 
cluded by absence of necessary serum 
specimens. 

On the basis of our data no definite 
reason can be assigned to the difference 


Table 3—The Incidence of Virus Isolations from Stools Collected 
Within Three Weeks of Onset of Illness 


Idaho 


Montana 


Number 
Tested 


Clinical 


Group ECHO 


Number 


Polio Tested ECHO Polio 


Paralytic 28 
Nonparalytic 20 
Healthy Contacts * 81 


7% 
50% (10) 2 
11% (9)8 


64% (18) 
20% (4) 
25% (20) 13 0 


20 
25 


15% (3) 4 
20% (5)5 


60% (12) 
28% (7) 
8% (1) 


* The majority of these also were collected within three weeks of onset of illness in the index patients. 


1] ECHO+, 1 ECHO-14. 

21 ECHO-3, 4 ECHO-4, 2 ECHO-14, 3 untypable. 
*5 ECHO-4, 1 ECHO-14, 3 untypable. 

* All ECHO-14. 

®1 ECHO-4, 3 ECHO-14, 1 untypable. 


pa 
- 
18 1 
0 
2 1 
7 4 
4 0 
10 1 
6 1 
(48 
‘ 
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between the Idaho and Montana groups 
with respect to the incidence of ECHO 
isolations from the paralytic and non- 
paralytic patients. The poliomyelitis 
epidemics in progress in the two states 
clearly differed. The Idaho epidemic,”® 
whose beginning was coincident with 
the initial use of poliomyelitis vaccine 
in April, 1955, was caused primarily by 
Type I poliovirus (over 90 per cent). 
The poliovirus isolations from the Mon- 
tana epidemic,*® which began in July, 
1955, were over 96 per cent Type III 
virus. It should be emphasized also 
that the data presented herein were ob- 
tained through participation in a large- 
scale poliomyelitis surveillance program. 
The numerous physicians involved in 
making diagnoses and in the collection 
and shipment of specimens and the 
large distance between the patient and 
the laboratory are some of the more 
obvious factors making conditions far 
from ideal for this type of analysis. 

Of 11 convalescent serum specimens 
available from virus donors, four had 
detectable antibody to the homologous 
virus. In three cases associated with 
ECHO-4, the sera of two taken 38 
and 361 days, respectively, after onset 
of illness showed neutralizing anti- 
bodies in low titer, while that of the 
third case, taken on the 392nd day, 
had no detectable antibodies. Of five 
cases associated with ECHO-14, the 
serum of one taken the 7lst day after 
onset possessed a neutralization titer of 
1:125, while the sera of the remain- 
ing four persons taken from the 15th 
to the 634th days after onset yielded 
negative results. In single cases from 
which ECHO-3 and an_ untypable 
ECHO virus were isolated, respec- 
tively, the sera taken on the 25th 
day gave negative results. In one case 
from which an untypable ECHO was 
isolated, and for which paired sera 
were available, a rise in neutralizing 
antibody from 0 to 1:25 was obtained 
by the 32nd day. 
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Table 4—Neutralization Tests with 32 
Idaho-Montana ECHO Viruses and Three 
Commercially Prepared Lots of 
Gamma Globulin 


Gamma Globulin 
Neutralization Titer 


ECHO 
Type 


Number 
of Strains 


3 1: 

4 1: 

14 1:25 to S 1:125 

Untypable 1:25 to S 1:125 
l: 


Untypable 


Three different pools of gamma globu- 
lin were tested for neutralizing anti- 
bodies against all 32 ECHO viruses 
(Table 4). ECHO~—4< strains were not 
neutralized by gamma globulin at a 
dilution of 1:25 or higher, whereas 
ECHO-14 strains and six of the eight 
untypable strains were so neutralized. 
Neutralization tests with ECHO-4 and 
ECHO-14 prototype virus gave corre- 
sponding results. However, when a 1:5 
dilution of gamma globulin was em- 
ployed, neutralization of ECHO—4 pro- 
totype virus as well as of the newly 
isolated ECHO-4 strains was observed. 
These latter results were difficult to in- 
terpret, since gamma globulin at this 
concentration was toxic to normal con- 
trol tissue cultures of monkey kidney 
cells. 


Discussion 


The virtual restriction of identified 
ECHO virus to types 4 and 14 was 
worthy of note considering the wide 
geographical area sampled, and the fact 
that the 32 ECHO isolates came from 
members of 25 different households. 
The Idaho strains came from widely 
distributed areas in the southern half 
of the state. Those from Montana came 
from the western half of the state, in- 
cluding a region from the Wyoming- 
Idaho border almost to the Canadian 
border. Studies of patients in epi- 


-demics characterized by the aseptic 


i 
| 


meningitis syndrome have often revealed 
the presence of a restricted number 
of ECHO virus 22-24 A wider 
variety of antigenic types has been 
found among healthy populations in 
other areas. Thus, the sampling of 
healthy children in the Midwest and in 
Mexico by Ramos-Alvarez and Sabin * 
revealed the presence of five ECHO 
types. Routine sampling of healthy chil- 
dren in Charleston, W. Va.,° indicated 
the presence of at least eight antigenic 
ty pes. 

The age distribution of ECHO virus 
donors found in this study is noteworthy 
in that isolations were made from all 
age groups, as well as for the fact that 
the isolation rate found did not decrease 
in the five-year age groups up to 24 
years of age. This is in contrast to 
observations of Ramos-Alvarez and 
Sabin * who found that the isolation rate 
of ECHO viruses from healthy children 
dropped off sharply with increasing age. 
Thus in a study of children in the Cin- 


cinnati region, the isolation rite was 
5.2 per cent in the group aged one to 
four years, 2.6 per cent in the group 
aged five to nine years, 0.2 per cent in 
the group aged 10 to 14 years, and 
none was recovered from adolescents 


aged 15 to 17 years. The over-all rate 
of recovery of ECHO viruses in the 
Idaho-Montana group (14.0 per cent) is 
much higher than that found by Ramos- 
Alvarez and Sabin* in the Cincinnati 
area (1.6 per cent) and is comparable 
to that found in Mexico City (15.6 per 
cent) and Veracruz (10.0 per cent) in 
children up to four years of age. Neither 
ECHO-4 nor ECHO-14 was isolated 
from normal children in Cincinnati in 
the study conducted by Ramos-Alvarez 
and Sabin. The presence of these ECHO 
types in the Idaho-Montana group may 
account for the higher incidence of 
ECHO virus isolations in this study as 
compared with those found elsewhere. 

Certainly the data presented in this 
report are insufficient to demonstrate an 
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etiologic relationship between ECHO 
viruses and disease. Nevertheless a 
majority of our isolations were from 
stools of patients with a diagnosis of 
paralytic or nonparalytic poliomyelitis. 
Of 32 isolations of ECHO virus, 23 
were from persons with paralytic or 
nonparalytic disease, and only nine 
from healthy family contacts. Of these 
nine, four came from one family. The 
association of ECHO virus with illness 
is particularly striking in the Idaho 
“nonparalytic poliomyelitis” group, 
since ECHO virus was recovered from 
approximately 50 per cent of such 
individuals whose illness occurred in 
the two-month period during which all 
ECHO infections but one were found. 
This finding is consistent with observa- 
tions of others which suggest that some 
ECHO viruses may cause illnesses often 
diagnosed as nonparalytic poliomyelitis. 
Thus, Godenne and Riodan®’ isolated 
unidentified (ECHO) virus from pa- 
tients with aseptic meningitis (including 
nonparalytic poliomyelitis) or “enceph- 
alitis.” Duncan, et al.?° also have iso- 
lated unidentified cytopathogenic viruses 
from patients with aseptic meningitis. 
Davis and Melnick?* have succeeeded 
in isolating ECHO-6 from 21 persons 
with “nonparalytic poliomyelitis.” Anti- 
body rises to ECHO-6 were noted and 
the total picture strongly suggests that 
ECHO-46 is an etiologic agent of aseptic 
meningitis. Similar findings with ECHO 
—6 have been reported by Enders.?® 
ECHO-6 has also been implicated as 
the etiologic agent in outbreaks of asep- 
tic meningitis by Karzon, et al.?? in 
New York State, Kibrick, et al.™ in 
Massachusetts, and in isolated and 
widely separated cases of aseptic men- 
ningitis in the United States by Meyer, 
et ECHO-9 has been implicated 
in two epidemics in England by McLean 
and Melnick,?* and by Quersin-Thiry, 
et al.!? in Western Europe. 

In the present study, convalescent 
sera from 11 ECHO virus donors 
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were available for serologic tests. 
Sera from four of these 11 donors 
had neutralizing antibodies in low titer 
15 to 70 days following onset of illness. 
Either type 4, 14, or an untypable 
ECHO virus had been recovered from 
these four persons. 

Three lots of gamma globulin ob- 
tained from three commercial firms 
failed to neutralize the 12 ECHO-4 
viruses recovered in the present study. 
On the other hand, the 11 ECHO-14 
isolates were neutralized by each of the 
three pools of gamma globulin. Such 
results may reflect a difference between 
these two ECHO-virus-types in regard 
to their pathogenicity, capacity to stim- 
ulate antibody, or, possibly, their pre- 
valence in the general population. The 
difficulty noted in our hands of prepar- 
ing pools of high-titered rabbit anti- 
sera against ECHO—4 virus strains sug- 
gests that many type-4 viruses may be 
weakly antigenic. 

The results both with patients’ sera 
and with gamma globulin may indicate 
that the sensitivity of the tube neutral- 
ization test left something to be desired. 
Melnick *° found that sera containing 
antibodies against ECHO-4 or ECHO 
~14 may show low titers when measured 
by the tube neutralization test, but high 
titers when the plaque neutralization 
test is used. Hence, the use of the 
latter technic might have shown the 
presence of specific antibodies, both in 
patients’ sera and in gamma globulin 
preparations, which were not demon- 
strated by the tube neutralization 
method. 


Summary 


Thirty-two ECHO viruses were iso- 
lated from specimens collected from 
August 7 to October 2, 1955, from 216 
poliomyelitis patients or their contacts 
living in southern Idaho and western 
Montana. Twelve were identified as 


ECHO-4, 11 as ECHO-14, one as 
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ECHO-3, and eight as untypable strains. 
With one exception, the ECHO-4 and 
ECHO-14 strains did not multiply nor 
produce cytopathic effects in cultures 
of HeLa or Maben cells, whereas all 
isolates multiplied in monkey kidney 
cells to give titers averaging 10°° and 
10 +8, respectively. 

The incidence of ECHO virus isola- 
tion ranged from 13.7 per cent in the 
0- to 4-year-old group of donors to 
4.2 per cent in those 25 years of age 
or over, with a peak incidence of 33.2 
per cent in the 10- to 14-year-old group 
and an average incidence of 14.8 per 
cent. 

Virus neutralization attempts with 
three pools of gamma globulin resulted 
in little or no neutralization of the 
ECHO-4 strains, but strong neutraliza- 
tion of the ECHO-14 strains. 

ECHO virus infections were consid- 
erably more prevalent among clinically 
diagnosed poliomyelitis patients than in 
a comparable group of healthy con- 
tacts of such cases. A remarkably high 
incidence (50 per cent) of ECHO virus 
infections was found in the group of 
Idaho patients diagnosed as having 
“nonparalytic poliomyelitis.” The in- 
cidence of ECHO virus infections in the 
Idaho group of “paralytic poliomyelitis” 
patients (7 per cent) was not signifi- 
cantly different from that found in 
healthy contacts of poliomyelitis pa- 
tients (11 per cent). 
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Contract Public Health Services for Rural 
Counties—A New Approach to an 


Old Problem 


JOHN C. DEMENT, M.D., M.P.H., F.A.P.H.A., F.A.C.P.M., and 
GEORGE F. O'BRIEN, M.D., M.S.P.H., F.A.P.H.A., F.A.C.P.M. 


One promising answer to the gen- 
erally unsolved problem of bring- 
ing adequate public health services 
to rural areas is outlined in provoc- 
ative detail here. 


3~ How can even minimal public health 
services be provided in sparsely popu- 
lated rural areas with very limited tax 
resources? Public health workers have 
been struggling to find a solution to 
this problem even before the days of 


Dr. Harry Mustard’s efforts to create 
rural health departments in the south- 
ern states with a basic team of medical 
health officer, public health nurse, sani- 
tarian, and clerk. Multicounty units, 
state districts, liberal federal and state 
subventions to local governments—all 
have been tried with varying degrees of 
success or failure. In California we 
have recently developed a new, or at 
least, different, approach to this prob- 
lem. It is still in the experimental stage, 
but it seems to avoid some of the 
disadvantages of previous efforts at 
solution. 

While the problem is not confined to 
any one state or section of the nation, it 
has been particularly acute in California, 
and other western states, since large 
parts of some thinly populated counties 
are owned by state and federal govern- 
ments and are not subject to local taxa- 
tion. The already low assessable valua- 
tion for tax purposes is further lowered. 
In some California counties this govern- 


ment-owned property amounts to over 
70 per cent of the total county area. 

The problem of providing public 
health services in these areas has grown 
even more difficult in recent years. 
Higher salaries and a continuing criti- 
cal shortage of qualified personnel have 
increased the per capita cost of public 
health programs and the administrative 
“headaches” connected with them. With 
the growing cost of all governmental 
activities and services, it is not hard to 
understand that local governing bodies 
in these large areas with a few residents 
are reluctant to embark independently 
on a new public service. 

As the problem of financial support 
grew more difficult, the need for public 
health protection became more urgent. 
These parts of California contain some 
of the state’s most scenic mountains, 
forests, lakes and streams, and the num- 
ber of tourists and recreation-seekers 
visiting them has increased to amazing 
proportions. Not only the health of 
the small resident population, but of the 
thousands of visitors, must be protected. 
This large temporary population used to 
be mainly a summer public health prob- 
lem, but with the increasing poularity 
of winter sports, for which many of 
these mountain counties are ideally 
suited, it has become a _ year-round 
matter. The throngs of recreation- 
seekers inevitably have increased the al- 
ready serious sanitary problems of the 
areas, and make the lack of safe water 
supplies and adequate sewage and waste 
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disposal even more acute and danger- 
ous. Repeated localized outbreaks of 
gastrointestinal diseases in several resort 
areas have pointed up the hazard. 

Throughout the 86 years of its his- 
tory, the California State Department 
of Public Health has tried to promote 
the formation of local health depart- 
ments, but since 1937 we have intensi- 
fied our efforts by various means; 
first through federal grants-in-aid, later 
through a state subvention, and through 
working with interested community 
groups and local governing bodies in 
programs of community health educa- 
tion. These means were successful 
enough so that by 1953 almost every 
locality with sufficient population and 
financial resources had organized local 
public health services, but there were 
still 15 counties in California with a 
total population of around 200,000 
without any organized local public 
health protection and without much 
prospect of obtaining it through purely 
local efforts. These 15 counties cover 
about 30 per cent of the total area of 
California and in them are some of our 
most popular recreation spots. There 
was no consolation in the fact that the 
resident population of these counties 
represented less than 2 per cent of 
the total population of the state since 
most of these counties had temporary 
populations on week ends and holidays 
many, many times greater than their 
resident population. 

None of these counties could qualify 
for state subsidy under the provisions 
of California’s Public Health Assistance 
Act of 1947 unless they established their 
own local health departments, and it 
was obvious that, in most instances, they 
were actually unable to do this. (State 
statutes require each county and incor- 
porated city in California to have a duly 
appointed health officer, but do not re- 
quire specifically that the local govern- 
ing bodies create a health department.) 
By 1953 it became apparent to the de- 


partment’s Division of Local Health 
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Service that no existing plan actually 
met the needs and the financial capabili- 
ties of the majority of the 15 rural 
counties of California still without pub- 
lic health departments. 

The first approach to a new method 
of solution was an effort by the state 
staff, through meetings with regional 
county supervisors associations and in- 
dividual boards of supervisors, to make 
them aware of the seriousness of the 
problem and the need for some positive 
action, both from the standpoint of the 
economic effect on their desirability as 
a recreational and resort area, and from 
the potential danger to the health of 
resident population. But, again, the 
economics of the situation presented an 
almost insurmountable barrier which 
few, if any, local governing bodies 
wanted to try to hurdle. One or two 
counties did employ a resident sanitar- 
ian, but this approach was soon recog- 
nized as inadequate. 


Surveys of Rural County Health Needs 


At the same time, and with the ap- 
proval of both state and regional as- 
sociations of county supervisors, the 
State Department of Public Health em- 
barked on a series of surveys of a few 
typical rural counties in Northern Cali- 
fornia. One was of a county in the 
Sacramento Valley, a strictly agricul- 
tural county; another was of a county 
in the mountains in the famous Mother 
Lode region; and a third was of a 
mountain county in the Northern Coast 
Range with geographic and topographi- 
cal features posing special problems. 
Each survey was conducted by a team 
of state consultants with the assistance 
of interested community groups and in- 
dividuals. The aim was not only to 
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define the public health problems and 
needs of the county in terms of the in- 
formation which the State Department 
of Public Health already had and which 
the survey team might uncover, but also 
to find out from a representative cross- 
section of the community what they 
thought or felt their problems and needs 
were. This proved to be a very en- 
lightening and informative approach 
and gave us a basis for analyzing the 
situation realistically. We obtained a 
truer picture of the attitude of these 
people toward their problems and of 
the situation as it affected their lives and 
interests. It also had a desirable corol- 
lary result of stimulating a rather wide 
interest in local public health, where 
there had been general apathy and lack 
of interest before. 


Results of the Surveys 


What was brought out by the surveys 
and other studies of these counties? 
Probably the most striking thing was the 
recognition that neither the local com- 
munity nor the State Department of 
Public Health knew very much about 
what the public health problems really 
were in these areas. Everyone had im- 
pressions and opinions but little definite 
knowledge. We did know what people 
died from, or at least what their death 
certificates, unchecked by any local 
health authorities, stated they died from. 
We did not know with any accuracy 
how much tuberculosis there really is: 
how many unrecognized and undiag- 
nosed cases are at large in these com- 
munities. We do know that in many 
parts of this area there is a fairly high 
incidence of gastrointestinal diseases, 
and that deaths from diarrheal diseases 
contribute to infant mortality. Statis- 
tical information regarding disease in- 
cidence and prevalence was woefully 
incomplete and woefully inaccurate. 
Only in the field of sanitation did we 
have very firm bases for either conclu- 
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sions or recommendations. 

After these surveys we entered into 
a series of discussions with the staff of 
the Health and Hospital Committee of 
the state-wide County Supervisors As- 
sociation of California, and with the 
two regional supervisors associations in 
whose areas were located practically all 
the counties lacking organized public 
health services at that time. We were 
fortunate in that for a number of years 
we had worked closely and coopera- 
tively with the California Association of 
County Supervisors, with its Health and 
Hospital Committee, and also with the 
Northern California Supervisors Asso- 
ciation, one of the regional associations 
involved. As a result of many friendly 
discussions with these groups we were 
able to define the problems and the 
needs of these areas in a realistic way, 
not only as we saw them but as the 
responsible representatives of local gov- 
ernment saw them. 


Needed Legislation Developed 


Gradually a new plan began to take 
shape for providing basic public health 
services to these areas. It seemed to 
be a feasible and practical plan, accept- 
able to the local <overning bodies, the 
communities, and to the State Depart- 
ment of Public Health, but it would re- 
quire action by the State Legislature. 
The necessary enabling legislation was 
developed by close cooperation of the 
California Association of County Su- 
pervisors and the Northern California 
Supervisors Association with the State 
Department of Public Health. Not only 
the basic legislation, but the philosophy 
behind it and the general concepts re- 
garding the type of program to be de- 
veloped, were discussed in detail with 
the Health and Welfare Committee and 
the Board of Directors of the Northern 
California Supervisors Association. The 
ideas of the consumers of the proposed 
services as well as that of the purveyors 
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went into the development of the pro- 
gram. Time has proved the soundness 
of this approach, for an atmosphere of 
mutual respect and understanding was 
created which has been one of the main 
sources of the strength of the program. 

An additional section to the Public 
Health Assistance Act was then proposed 
which would enable a county with a 
population of less than 40,000 to con- 
tract with the State Department of Pub- 
lic Health to organize and operate a 
local public health service in such 
county. The 1953 Legislature passed 


the proposed addition and Section 1157 
was added to the California Health and 
Safety Code.* 


Joint State-Local Services vs. State 
District 


We believe that the program which 
we have set up under this permissive 


* Section 1157. “In lieu of any other pro- 
visions of this chapter, upon request of the 
board of supervisors of any county of less 
than 40,000 population and upon the appro- 
priation for public health purposes by such 
county of a sum of not less than fifty-five 
cents ($0.55) per capita for the total county 
population, the State Department of Public 
Health may organize and operate a local pub- 
lic health service in such county. The State 
Department of Public Health may conduct 
such local public health service either directly, 
or by contract with other agencies, or by 
some combination of these methods as may 
be agreed upon by the State Department of 
Public Health and the board of supervisors 
of the county concerned. The creation of a 
county board of public health or a similar 
local advisory group shall be at the discretion 
of the board of supervisors. The state finan- 
cial assistance which is appropriated for pub- 
lic health services in counties which have not 
qualified or do not elect to quality for such 
funds under other provisions of this chapter, 
is hereby made available to the State Depart- 
ment of Public Health for such purposes. 
Funds expended pursuant to this section shall 
be in accordance with law regarding expendi- 
tures of money appropriated out of the State 
Treasury, including those in the Budget Act 
and any applicable provisions of the Govern- 
ment Code.” 
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legislation differs significantly in both 
its philosophy and its operation from 
the ordinary state district type of local 
public health service. The California 
State Department of Public Health does 
not view the typical “state district” as 
a desirable solution to this problem in 
California. (It tried the district method 
for two years in 1917 and 1918 and 
abandoned it.) County governing bod- 
ies have never looked with favor at sug- 
gestions of a district plan and probably 
would have vigorously opposed such a 
program if it had again been seriously 
proposed. Not only the governing 
bodies but the people themselves would 
probably have been resistant to any- 
thing that smacked of “meddlesome 
bureaucracy” imposed from the state 
level. It was plain that if the State De- 
partment of Public Health were to par- 
ticipate in the provision of any kind of 
public health services in these areas it 
would have to be as a partner of local 
government, and the people would have 
to feel that the program was their own 
program. It is this basic philosophy 
that has shaped the legislation and the 
entire new program. 

It might seem that the self-sufficiency 
characteristic of people in remote rural 
areas would not be conducive to the 
team work necessary for this joint effort, 
but it has been a continuing source of 
gratification to the state personnel tak- 
ing part in the program to see how well 
the people of these areas can and do 
work together with an interest and 
enthusiasm that might well be envied 
by the most “organized” urban com- 
munities. While advisory boards of 
health are permitted by the new statute, 
they are not mandatory and neither the 
department nor any of the local govern- 
ing bodies have felt need for them thus 
far in the program. In effect, each en- 
tire community serves as an advisory 
board through the medical profession, 
the voluntary agencies and other com- 
munity organizations, because the pro- 
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gram is close to the people it seeks to 
serve. However, if multicounty units 
are devolped in the future an advisory 
board may play a necessary and impor- 
tant role. 


Individualized Contracts 


One of the criticisms most frequently 
made of the provision of public health 
services by one jurisdiction to another 
under a contractual arrangement is that 
the jurisdiction contracting for the serv- 
ices has no continuing voice in the ad- 
ministration of such services and as a 
result soon loses all feeling of responsi- 
bility and concern for this essential gov- 
ernmental function. Usually all that 


the governing body can do, if it is dis- 
satisfied with the public health services 
it is receiving, is to abrogate the con- 
tract and provide its own services. 
From the very beginning of this pro- 
gram, in fact in the development of the 
legislation itself, we have sought to 


In the first place, 
there is no standard contract. An in- 
dividualized contract is entered into 
with each separate board of supervisors. 
Each contract is drawn up in final form 
only after full discussions with the board 
and those the board desires to bring 
into the negotiations, such as the local 
physicians, the local part-time health 
officer, the district attorney, and the 
county school superintendent. The con- 
tract seeks to embody the ideas and 
wishes of the board of supervisors and 
of the community as to their public 
health problems and needs and the pro- 
gram priorities and emphasis which they 
believe are needed to meet them. The 
county, therefore, through its governing 
body and its representative, the local 
health officer, is an active partner with 
the state. 

Monthly activity reports are submitted 
by the department to each contracting 
board to keep it in close touch. No 
change in program or addition to it is 


avoid this pitfall. 
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made without consulting the board of 
supervisors. The board, in turn, is en- 
titled to suggest at any time changes in 
the services as they are being rendered 
under the contract. We believe that in 
this way we have avoided the major 
objection to the rendering of local pub- 
lic health services by contracting with 
another agency. 


Individualized Programs 


Just as there is no standard contract, 
so there is no stereotyped program. In 
all these rural areas the most obvious 
need is for sanitation services. Public 
health nursing services are also a basic 
need. Control of communicable disease, 
maternal and child health programs, 
case-finding and contact-tracing in tu- 
berculosis, case-finding for the crippled 
children’s program, health education, 
and public health laboratory services 
are all required with varying degrees 
of emphasis, depending on the needs of 
the individual counties. Immunization 
programs are carried on in all the coun- 
ties, and school health services in each 
case have been developed with the as- 
sent and cooperation of the school 
officials concerned. Local needs have 
been determined by actual public health 
survey in one county, and in others by 
information available to us from local 
sources and from our own department 
bureaus and services. 


Local Organization 


Typically, the local staff consists of a 
part-time health officer, a clerk, and one 
or more nurses and sanitarians. The 
usual arrangement is that local funds 
are used for the salaries of the part-time 
health officer and the clerk, for the pro- 
vision of office quarters and the pur- 
chase of supplies, while the state em- 
ploys nurses and sanitarians and assigns 
them to the local department. The 
locally assigned state personnel live in 
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the areas in which they work and re- 
ceive their day-to-day instructions from 
the local health officer. Public health 
laboratory services are provided directly 
by the Division of Laboratories of the 
State Department at the main labora- 
tories in Berkeley. 


State Organization 


The administration of the program, 
both at the state and local level, is the 
responsibility of the chief of contract 
services in the Division of Local Health 
Service of the State Department of Pub- 
lic Health. Local programs are planned 
by him and his staff with the appropriate 
department bureau and service chief, 
and with the local community. All the 
consultative and advisory resources of 
the State Department of Public Health 
normally available to the organized local 
health departments of the state are avail- 
able both to the central office of the con- 
tract services and to the local programs. 

The central office in the State De- 
partment of Public Health consists of 
a medical chief of contract services, a 
medical officer and a director of sanita- 
tion, with the necessary clerical staff. 
Nursing supervision has been given 
by the department’s Bureau of Public 
Health Nursing through its regional 
consultants, but in the coming fiscal 
year we are asking for a full-time posi- 
tion of director of public health nursing 
services. We are also asking for a full- 
time health educator to work in the 
areas under contract. This service is 
presently being carried on by the field 
health education consultants of the de- 
partment’s Bureau of Health Education 
and requires the equivalent services of 
a full-time educator. 


Development of a Contract Service 


In developing a contract service we 
make no effort to organize or stimulate 
the formation of community groups. 
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We have learned from observation and 
experience that local governing bodies 
and communities usually resent the or- 
ganization by “outsiders” of what they 
consider pressure groups. We have, 
therefore, left this type of activity to 
the voluntary agencies and unofficial or- 
ganizations which can operate through 
their local units. Where interested citi- 
zen groups have been formed, or where 
existing groups have taken an active in- 
terest in developing a local public health 
program in this pattern, the impetus has 
come from the community itself, with 
the state staff available only in the role 
of resource personnel to enable the com- 
munity to study itself and evaluate its 
own problems and needs. 

The only official action that the State 
Department of Public Health takes is to 
notify counties without organized local 
public health services that it is neces- 
sary for any county interested in en- 
tering into a contract in the particular 
fiscal year under consideration, to indi- 
cate their intent in time for the needed 
state financing to be included in the spe- 
cial subvention item of the department 
budget under which this program is 
operated. We have tried to begin the 
work where the local need and interest 


_is greatest, and have found this to be a 


very productive method of approach. 
In this we have been most appreciative 
of the help given by the local physicians, 
local boards of supervisors, and other 
county officials. 


Nine Counties Under Contract 


Under this new policy, which we still 
must honestly call an experiment, 
there are now nine rural counties re- 
ceiving their public health services 
under contract from the State Depart- 
ment of Public Health. The total popu- 
lation of these nine counties is only a 
little over 70,000, but the area is al- 
most 20,000 square miles. (Contrast 
this with Los Angeles County’s five mil- 
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lion people in a little over 4,000 square 
miles!) Six counties of this type with 
a total population of 93,000, still remain 
without any local public health services. 
California’s resident population now left 
without organized public health protec- 
tion has been reduced to less than 0.7 
per cent of the total. 


Tentative Evaluation 


It is still too early to clearly evaluate 
the program, either in terms of continu- 
ing acceptance or of the quality and 
quantity of the services and how well 
these meet the real public health prob- 
lems and needs of the communities being 
served. The critical shortage of ade- 
quately trained and qualified public 
health personnel, which plagues prac- 
tically every public health department, 
is at present the most obvious difficulty 
we have to face. At best, these are 
rugged jobs, most of them in isolated 
and remote areas of the state. They 
not only call for better-than-average 
competence, but for a person with true 
pioneering spirit, who can fit comforta- 


Professional Employment Service 
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bly and happily into this environment 
and can derive satisfaction from using 
the initiative and imagination these posi- 
tions demand. 

We do feel that the program has al- 
ready demonstrated significant strengths 
in the ready acceptance and the local 
support beyond what is called for by 
the statute itself or by the contractual 
agreements which implement it. We 
firmly believe that these strengths stem 
from the concept that this is not a 
“state” program arbitrarily imposed on 
a community, but a joint, cooperative 
effort by the state and the local juris- 
dictions, mutually agreed upon by them, 
in which both parties to the contract 
take a continuing interest and assume 
a shared responsibility for its success. 
It is this pattern which we feel consti- 
tutes a new and desirable method for 
furnishing acceptable, realistic and in- 
creasingly adequate local public health 
services in those areas of the country 
where they have not been avail- 
able or practicable under previous 
circumstances. 


The U. S. Department of Labor in an effort to help meet the serious shortage 
of professional and managerial personnel has established employment offices for 


professional and managerial personnel. 


qualified local-state offices has been established throughout the country. 


A total of 67 specialty designated and 


Requests 


for workers or for jobs that cannot be filled by the local-state employment office 
will be transmitted to the other employment centers for professional personnel. 


A Study of Periodic School Medical 


Examinations 


Ill. The Remediability of Certain Categories of "Defects" 
ALFRED YANKAUER, M.D., M.P.H., F.A.P.H.A.; RUTH A. LAWRENCE, 


M.D.; and LILLIAN BALLOU, R.N. 


When is a defect not a defect? In 
endeavoring to answer this question 
the authors point the way to a more 
efficient and effective employment 
of personnel in the school health 
program. But beyond this lie still 
other implications—specifically the 
need for a continuous re-thinking of 
the basic logic of our activities. 


The initial impulse leading to the 
creation of school medical services in 
the United States developed in the late 
nineteenth and early twentieth centuries 
from attempts to control communicable 
disease among children by early detec- 
tion and isolation. However, the major 
impetus to their development as they 
exist today arose in the second and third 
decades of the present century as an 
element in the American child health 
movement. The overriding objective 
was the early discovery and correction 
of “defects.” As this period coincided 
with the popularity of such procedures 
as tonsillectomy, large numbers of “de- 
fects” could be readily “found” by 
cursory inspection and “corrected” by 
assembly line surgery. 

The concept of early case finding in 
school and early correction of defects 
so as to prevent future disability is an 
appealing one. After World War I the 
American public, shocked by the pro- 
portion of young men rejected for mili- 
tary duty, looked to the newly develop- 
ing school medical services as a solution 
to the situation. When Selective Service 


statistics during World War II again 
disclosed a high proportion of rejectees 
an accusing finger was pointed at the 
school health services. One review of 
school records disclosed that a high pro- 
portion of some of the reasons for re- 
jection had been recognized in the ele- 
mentary school.!. The school medical 
services were taxed with placing too 
much emphasis cn finding defects and 
not enough on correcting them. Legis- 
lation was introduced into Congress pro- 
viding for a comprehensive program of 
treatment for school-discovered defects.” 
A few voices protested that most of the 
rejections were for educational and 
mental deficiency, psychiatric disability, 
dental and eye defects, or other condi- 
tions for whose continued existence the 
school medical services could hardly be 
held responsible.* Yet even today such 
protestations are often unheeded. Draft 
rejection statistics are still quoted as 
support for new programs or appropria- 
tions.‘ Furthermore, many school health 
service reports continue to list the num- 
ber of “defects found” and “defects 
corrected.” Even when “correction is 
defined as “a note from a private physi- 


Dr. Yankauer is director, Bureau of Mater- 
nal and Child Health, New York State Depart- 
ment of Health, and lecturer in preventive 
medicine and public health, Albany Medical 
College of Union University, Albany, N. Y. Dr. 
Lawrence is consultant pediatrician, Rochester 
Health Bureau, and instructor in pediatrics, 
University of Rochester School of Medicine 
and Dentistry, Rochester, N. Y. Mrs. Ballow 
was formerly a staff public health nurse in the: 
Rochester Health Bureau. 
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cian,” the implication that correction 
and medical care are synonymous is 
hard to escape. In point of fact, the 
criticism that periodic school medical 
examinations keep finding the same old 
“defects” year after year may arise as 
much from the inherent nature of the 
“defects found” as from failure of fol- 
low-up activities. 

In previous communications we have 
questioned the case-finding value of 
periodic school medical examinations 
during the first four elementary school 
grades.°»® We have described the an- 
nual incidence of new “defects” and 
pointed out that by the time an exami- 
nation is performed the vast majority 
of conditions are already under care or 
known to the school or inherently capa- 
ble of discovery by some method other 
than a complete medical examination. 
In this report attention will be focused 
on the nature of the adverse conditions 
or “defects” found among elementary 
school children, their response to medi- 
cal care, the degree to which they are 
handicapping, their inherent remediabil- 
ity, and the relationship of these char- 
acteristics to the periodic school medical 
examination. 

The data presented below are based 
upon careful pediatric appraisals of a 
15 per cent sample of Rochester, N. Y., 
school children who were first-grade 
pupils in the school year 1952-1953 
and who were examined annually for 
the next four years by one of us 
(R.A.L.). Although 901 children were 
followed, the data presented in this re- 
port will be restricted to 617 children 
who were examined each year for four 
years. The socioeconomic status and 
the health status in the first grade of the 
remaining 284 children (who missed 
one or more of the annual examina- 
tions) do not differ significantly from 
the group followed annually. Acute in- 
fections, minor skin conditions, dental 
conditions, refractive errors, and hear- 
ing loss have been excluded from con- 
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sideration because their detection does 
not require the professional time and 
skill of a physician. This point is of 
particular importance in considering the 
remediability of adverse conditions. 
The findings and conclusions drawn 
from our data are not relevant to dental, 
hearing conservation, or sight-screening 
programs in schools. 


Results 


At the first-grade examination 163 
adverse conditions were found among 
the 617 children who are the subject of 
this report. All 617 children were care- 
fully examined annually for the next 
three years. During these contacts it 
was neither possible nor desirable to 
separate counseling services from ap- 
praisal services. Thus, in addition to 
whatever counseling and follow-up serv- 
ices were given to parents generally 
through the school health program of 
the Rochester Health Bureau, the par- 
ents in this study group received special 
attention. In the case of children with 
adverse conditions the nature of the con- 
dition and the need for medical care 
were carefully explained to the parent 
by the pediatrician and public health 
nurse each year; often special arrange- 
ments were made to help the parent 
secure care beyond what could be ex- 
pected from the usual school medical 
service. 

As portrayed in Table 1, almost two- 
thirds of the adverse conditions noted 
in the first grade were still present when 
the same children were examined in the 
fourth grade. In every diagnostic cate- 
gory, except ear, nose, and throat and 
emotional conditions, more of the origi- 
nal conditions were still present than 
had been corrected. 

Conceivably “correction” might have 
been related to socioeconomic status, but 
when schools were grouped to reflect 
socioeconomic status, as described else- 
where.” this hypothesis was not borne 
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Table 1—Status of Adverse Conditions Noted in First Grade on 617 Rochester 
School Children When Examined Three Years Later, by 
Diagnostic Category 


Present in 


Status in Fourth Grade 


Diagnostic Category First Grade Not Present Present 


Orthopedic 

Allergic 

Emotional 

Ear, nose, and throat 
Nutritional 
Genitourinary 
Cardiac 

Neurologic 


Other 


Total conditions 


29 
19 


32 
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out. As shown in Table 2 children in 
the least favored schools (Group III) 
had the largest proportion of “correc- 
tions.” This difference between the 
school groups (although not significant 
statistically) is probably related to the 


low incidence of orthopedic conditions 
noted initially in Group III children.® 

As we have previously pointed out,® 
14 per cent of the children followed de- 
veloped one or more new adverse con- 
ditions during the three-year, follow-up 
period. In this group of 617 children 
118 new adverse conditions developed; 
101 of these were still present at the 


fourth-grade examination. Thus, the 64 
adverse conditions which had been “cor- 
rected” during these three years were 
outnumbered by the new ones that ap- 
peared. Two hundred conditions (32.5 
per 100 children) were present in the 
fourth grade as compared to 163 (26.4 
per 100 children) in the first grade. 
To scrutinize the characteristics and 
status of care of the adverse conditions 
present at the fourth-grade examination 
more carefully, 31 conditions first dis- 
covered at this examination have been 
excluded from consideration. Thus 
there remain 157 children with 169 ad- 


Table 2—Status of Adverse Conditions Noted in First Grade on 617 
Rochester School Children When Examined Three Years Later, 
by Socioeconomic Group 


* Present in 


Status in Fourth Grade 


Socioeconomic Group * First Grade Not Present Present 
Pp 


I 
II 
Il 


Total conditions 


58 36 
54 37 
51 26 


163 99 


* Group I has highest and Group III lowest socioeconomic status. 


X2P = 0.17. 


25 7 
22 8 7 
18 
14 8 
5 4 a) 
6 6 
| 14 7 
163 99 
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Table 3—Adverse Conditions Present Among 617 Rochester School Children 
for One or More Years, by Diagnostic Category and 
Status of Medical Care 


Status of Medical Care 


Diagnostic Category 


Under Care 


Not Under Care 


Orthopedic 

Allergic 

Emotional 

Ear, nose, and throat 
Nutritional 
Genitourinary 
Cardiac 

Neurologic 

Other 


Total conditions 


verse conditions which had been noted 
as present for one or more years prior 
to the fourth-grade examination. In 
every case the nature of the condition 
had been discussed individually with the 
parent and in almost two-thirds of the 
cases this had been done for three con- 
secutive years. 

Table 3 portrays the diagnostic cate- 
gories of these 169 conditions and their 
medical care status at the fourth-grade 
examination. Almost four-fifths of these 
conditions were under care. In only 
two categories, “emotional,” and “ear, 


| 8] 
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nose, throat,” did the number of chil- 
dren not receiving care exceed those 
under care. It will be recalled that these 
two categories were also the only ones 
which had responded significantly to 
medical care between the first and fourth 
grades (Table 1). In addition, they ac- 
counted for the largest increment of 
children with “new” defects noted after 
the first grade. Thus their predomi- 
nance in this tabulation as conditions 
not under care may be a reflection of 
the relative recency of their onset. 
Although evaluation of the follow-up 


Table 4—Status of Medical Care of Adverse Conditions Present Among 617 
Rochester School Children for One or More Years, by 
Socioeconomic Group 


Status of Medical Care 


Socioeconomic Group * 


Under care 

Not under care 
Care sought but not rendered 
Care not sought 
Not classifiable 


Total 


* Group I has highest and Group III lowest socioeconomic status. 


+ X2eP = 0.16. 


Total 
| 30 39 
32 32 
10 24 
3 12 
14 7 
13 16 
8 9 
6 6 
4 14 
132 169 
I Il Total 
52 4 36 
10 12 15 37+ 
(0) (2) (3) (5) + 
(9) (9) (12) (29) 
(1) (1) (0) (2) 
= 62 56 51 169 
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process was not the primary purpose of 
this study, some effort was made at each 
interview to account for the reason why 
a condition brought to parental atten- 
tion one or more years previously was 
not currently under medical care. Con- 
ceivably socioeconomic status of the 
family could be related to status of care. 
Table 4 is an analysis of some of the 
factors bearing on this problem. While 
a direct relationship appears to exist be- 
tween socioeconomic status and the pro- 
portion of conditions under medical 
care, the differences are not great (84 
per cent in Group I vs. 71 per cent in 
Group III), and X» for the total dis- 
tribution is not significant (P = 0.16). 

Failure of the parent to take action 
accounted for the majority of the condi- 
tions not currently receiving care. This 
factor was not further explored in de- 
tail, but it is worth noting that 14 of the 
29 conditions so classified were emo- 
tional disorders. 

In five instances the parent had con- 


sulted a physician because of the under- 
lying condition but had been assured 


that the child needed no care. Two 
striking examples of this type of case 
are worth describing. The first is a girl 
with a history of recurrent febrile epi- 
sodes, accompanied by abdominal pain 
and occasional dysuria, who had twice 
been catheterized in the emergency room 
of a hospital. The right kidney was 
palpably enlarged on examination. As 
a result of referral by the school medi- 
cal service the child received a urologi- 
cal work-up and was diagnosed as having 
hydronephrosis and ptosis of the right 
kidney with ureteral stricture and sec- 
ondary infection. Operation was ad- 
vised by the urologist, but the family 
physician advised against operation and 
suggested no treatment other than a pos- 
sible adenotonsillectomy. 

The second example is a boy with 
severe, progressive funnel chest associ- 
ated with growth failure, repeated re- 
spiratory infections, cardiac shift, en- 
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largement and murmur, and evident 
clubbing of the fingers. As a result of 
referral from the school medical service 
operation was advised and the boy sent 
to a summer camp in preparation for 
surgery. At camp he gained a few 
pounds, his hemoglobin rose a few 
points, and his family physician advised 
against surgery. The sequel to this story 
is somewhat happier in that after the 
fourth-grade examination the mother 
was strongly urged to return to the chest 
surgeon. She did so, operation was 
performed, and dramatic improvement 
resulted. This condition was not under 
care at the time of the fourth-grade 
examination, however, and therefore it 
is treated in our data as not under care. 

Diagnostic categories alone are an in- 
adequate expression of the nature of the 
problems presented by these children. 
For this reason an attempt was made 
to classify each adverse condition in 
terms of its potential remediability, as- 
suming that ideal and complete medical 
care was readily available. In this clas- 
sification most emotional and nutritional 
disorders and ENT conditions were con- 
sidered completely remediable, whereas 
orthopedic and allergic conditions, based 
on an assessment of the individual diag- 
nosis were largely classified as “some- 
what” or “slightly” remediable. In 
assigning degree of remediability a de- 
liberate attempt was made to scale judg- 
ments so that an approximately equal 
number of conditions would be assigned 
to each category. 

An attempt was also made to estimate 
the degree of handicap for each condi- 
tion. This estimate was based on a 
judgment of the effect or potential effect 
of the condition itself on the child’s 
school achievement and absenteeism, 
physical activity and appearance, and 
social adjustment. These judgments of 
severity of handicap and degree of 
remediability are admittedly subjective. 
They are presented, however, as a sum- 
mation of opinion in an attempt to 
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Table 5—Severity and Remediability of Adverse Conditions Present Among 617 
Rochester School Children for One or More Years by Status of Medical Care 


Severity of Handicap 


Degree of Remediability 


Status of Medical Care 


° Under Care Not Under Care Total 


Completely 


Severe Somewhat 


Slightly or not at all 


Total 


Completely 


Moderate Somewhat 


Slightly or not at all 


Total 


Completely 


Slight or none Somewhat 


Slightly or not at all 


Total 


Completely 
Somewhat 


Total 


Slightly or not at all 


Total 


* Assuming that ideal care were fully available to all. 


round out the picture of adverse condi- 
tions among school children as it ap- 
peared to us. 

An analysis of these 169 conditions 
by severity of handicap and degree of 
remediability is presented in Table 5 
which also relates these factors to status 
of medical care. It will be noted that 
over half the conditions were considered 
to be only slightly handicapping. For 
all practical purposes children with these 
conditions could function as well as chil- 
dren who had no adverse condition. 
Mild, static, structural abnormalities 
of posture and feet, or mild attacks of 
allergic rhinitis which did not interfere 
with school attendance or function are 
examples of conditions so classified. 
Only 9 per cent of the adverse conditions 
were considered severe and only one 
severe condition (among the 617 chil- 


dren followed) was not under medical 
care. This was the case of the boy with 
the funnel chest, mentioned previously, 
where care actually was sought by the 
parent but advised against by the family 
physician. 

Less than one-third of the adverse 
conditions were considered completely 
remediable even with ideal care. Only 
one of the severely handicapping condi- 
tions was considered completely remedi- 
able. This was another case of funnel 
chest, this one in a girl whose older 
brother had had the same condition and 
was operated upon with complete re- 
covery. This girl’s funnel chest is be- 
coming more marked, and she has had 
repeated bouts of pneumonitis but no 
other complications. She is scheduled 
for operation in the near future and 
should have a complete recovery. 


| 1 0 1 
0 
13 0 13 
4 1 15 
1] 8 19 
7 3 10 
PE 29 10 39 
47 21 68 
| 22 8 30 
es 46 6 52 
3 1 4 
| — 71 15 86 
53 10 $3 
53 10 63 
PF 45 1] 56 
— 132 37 169 
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Although both degree of remediabil- 
ity and severity of handicap might have 
been expected to influence status of care, 
this hypothesis was not borne out by the 
data except when the handicap was 
severe. There are proportionately fewer 
completely remediable conditions under 
care than conditions partially or slightly 
remediable, and there are proportion- 
ately fewer moderately handicapping 
conditions under care than conditions 
only slightly handicapping. This ap- 
parent paradox is related to the diag- 
nostic categories of the 16 conditions 
classified as completely remediable yet 
not under care, most of which were emo- 
tional disorders. 

As factors in the motivation to seek 
medical care, degree of remediability 
and degree of handicap work against 
each other. Severe handicaps are un- 
likely to be correctable while slight 
handicaps are likely to be completely at 
least partly correctable. 

In general it would appear that med- 
ical care is sought when a handicap is 


severe enough, but that when it is mod- 
erate or slight the nature of the diag- 
nosis is the most important factor affec- 
ing the decision of the parent. 


Discussion 


Before discussing the implications of 
this descriptive analysis of adverse con- 
ditions among elementary school chil- 
dren, it should be pointed out again 
that dental, hearing, and vision defects 
have been excluded from consideration. 
Our findings, for example, cannot be 
compared with those of Hardy who was 
dealing with the outcomes of school 
screening programs for vision and hear- 
ing.’ A majority of the other adverse 
conditions found among elementary 
school children appear by their very 
nature to be “irremediable” and will be 
“rediscovered” if looked for year after 
year. A_ high proportion are only 
slightly handicapping so that school 
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health statistics which treat them indis- 
criminately must be interpreted with 
caution. Most conditions present for 
some time in the group followed were 
receiving medical care. Those that were 
not were in large measure either emo- 
tional disorders (where blocks to par- 
ental motivation to seek care were com- 
pounded by the shortage and expense of 
treatment resources) or minor handi- 
caps of no great significance. 

An approach to adverse conditions 
among school children in terms of re- 
mediability and severity of handicap was 
first suggested in 1949 by a special com- 
mittee appointed by the Federal Secur- 
ity Agency. The committee did not 
separate the two categories of remedi- 
ability and degree of handicap but as- 
signed numerical weights to some of 
their specific criteria. In addition, 
weights were assigned to a number of 
other criteria such as “progressive,” 
“danger to others,” “available facili- 
ties,” and so forth. They suggested that 
each disease be scored by summing the 
products of the weights given to specific 
criteria and a factor representing the 
score of each condition (as it pertained 
to each criterion). We believe our ap- 
proach is somewhat simpler than this 
and that there are certain advantages 
to separating degree of handicap and 
degree of remediability which are lost 
if the two are combined into one 
weighted score. Regardless of the 
method used, this approach appears to 
be entirely practical. It adds a new and 
valuable dimension to the picture of 
adverse conditions among children of 
school age. As suggested by the com- 
mittee, each community should score (or 
classify) adverse conditions to suit its 
own needs and Situation. No one would 
deny that children with adverse condi- 
tions differ widely, some deserving and 
needing much more attention than 
others. There is no reason why this 
obvious fact cannot be expressed statis- 
tically. 
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In previous reports the role of the 
school physician as a routine examiner 
of elementary school children has been 
decried because the case-finding values 
of this service appeared to be minimal 
or nonexistent.5»® The data presented 
in this report point up a more positive 
role which a school physician can play. 
Among the 617 children followed for 
three years were 12 (about one child 
in 50) whose severely or moderately 
handicapping adverse condition was 
completely or partially remediable yet 
not receiving care. School medical re- 
sources directed toward motivating par- 
ents to seek care or even toward its 
actual provision, when community re- 
sources need such supplementation, 
would seem highly desirable. 

Among these 617 children were 76 
(about one child in eight) with 83 con- 
ditions moderately to severely handicap- 
ping. Most of these children were under 
medical care, but school medical re- 
sources directed toward providing the 
teachers of these children with some 
understanding of the nature of their 
handicaps and needs would also seem 
desirable. Too often these considera- 
tions are left entirely to the public health 
nurse. Not infrequently they require 
a degree of medical understanding and 
a type of doctor-to-doctor exchange with 
private physicians which ask too much 
of even the most capable nurse. 

In brief, concentration of attention 
and effort to meet the needs of selected 
children who can be screened from the 
larger group by means other than a 
periodic physical examination would ap- 
pear to be a more constructive role for 
school medical personnel in elementary 
schools than a more general diffusion of 
their efforts. 


Summary 


An analysis of the “correction” and 
persistence of adverse conditions among 
617 children followed with complete an- 
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nual medical examinations during the 
first four years of elementary school has 
been presented. Almost two-thirds of 
the conditions present in the first grade 
were still present in the fourth grade. 
The increment of new adverse conditions 
between the first and fourth grade ex- 
ceeded the number corrected so that 
relatively more adverse conditions were 
present at the end of the follow-up 
period than at its beginning. 

One hundred and sixty-nine adverse 
conditions present for one or more years 
and thoroughly discussed with and ex- 
plained to parents are analyzed in some- 
what more detail. Four-fifths of these 
conditions were under medical care at 
the time of examination in the fourth 
grade. Parental failure to seek care 
accounted for most of the conditions not 
under care. A high proportion of un- 
cared for conditions were emotional 
disorders. 

These 169 adverse conditions were 
classified in terms of degree of remedi- 
ability and severity of handicap. Over 
half of these were considered to be only 
slightly or insignificantly handicapping 
and less than one-third were considered 
to be completely remediable. Thus it 
is to be expected that many of the 
“defects” found among school children 
will persist in spite of treatment. Par- 
ents were more apt to seek medical care 
for severely handicapping conditions 
and for conditions with a predominantly 
somatic rather than psychic basis. 

In this group of 617 children about 
one child in eight had a moderately to 
severely handicapping condition. It is 
suggested that school medical personnel 
could profitably concentrate attention 
upon this group, interpreting their needs 
to school staff and assisting the small 
proportion of them not under medical 
care to obtain such care. 
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Health Council's Alan Gregg Fund 


In honor of the late Alan Gregg, M.D., the National Health Council has 
established “The Alan Gregg Fund.” Contributions to the Fund will be used to 
support the Health Careers program, particularly the newly created Commission 
on Health Careers. The chairman of the Commission is Leonard A. Scheele, M.D., 
former Surgeon General of the Public Health Service. 

Dr. Gregg, as a member of the 1954 National Health Forum, suggested that 
guidance people from high schools and colleges be brought into the Forum on 
“Staffing America’s Health Services.” Out of this grew the Health Careers Project, 
which brings to young people of the nation new opportunities to explore careers in 
the whole gamut of health and medical careers. Dr. Gregg over the years was 
interested in the varied activities of the National Health Council and especially 
in its reorganization after World War II. 

The initiating committee for the Alan Gregg Fund is made up of 21 persons 
representing various areas of community life, chiefly public health. It includes 
besides Dr. Scheele, the current and immediate past president and president-elect 
of the National Health Council. Two-thirds of the committee are members or 
Fellows of the American Public Health Association. 

Contributions may be sent to the Alan Gregg Fund, National Health Council, 
1790 Broadway, New York 19. 
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Determination and Measurement of 
Particles in City Atmospheres 
MORRIS B. JACOBS, Ph.D.; M. M. BRAVERMAN; CHARLES THEOPHIL; 


and SEYMOUR HOCHHEISER 


A simple, direct, and uniform 
method for counting dust and the 
measurement of the particle size of 
such dust in outdoor city air and in 
nonworkroom atmospheres is de- 
tailed. It depends on passing a 
known volume of air through a 
Millipore filter, — this on a 
slide, adding a drop of cedar oil, 
and counting and measuring the 
particles with the aid of a Micropro- 
jector. This method has been used 
for a year. 


A number of methods are presently 
used for the counting of dust in city 


outdoor and nonworkroom atmospheres 
and also for the measurement of the 
size of such dust particles, but no stand- 
ard method is presently available. Be- 
cause the count, and consequently the 
measurement of size from which the size 
distribution can be obtained, depends 
on the method of sampling and on the 
method used for observation or count- 
ing, the methods for sampling atmos- 
pheric dust as well as the methods for 
partial counting must be taken into con- 
sideration simultaneously. 

The most comprehensive review of the 
methods used for the sampling of atmos- 
pheric dust before 1925 was that made 
by Leonard Greenburg,’ and subsequent 
to that time by Jacobs. Methods for 
the counting of dust, principally indus- 
trial dusts, have been detailed by Green- 
burg and Bloomfield,* Jacobs,? Goldman 
and Jacobs,‘ DallaValle,> Crossman,*® 
Cadle,* and by others, reference to 
whom can be found in the references 
already cited. The significance of dust 


counts has been discussed by Dalla- 
Valle ® and the reliability of dust count- 
ing by Chapman and Ruhf.’ 

There are a number of methods used 
to collect samples to be counted. Among 
methods used are impingement, settling, 
filtration, thermal precipitation, elec- 
trical precipitation, and _ centrifugal 
precipitation. In air pollution control 
work the more commonly used sampling 
devices for outdoor and nonworkroom 
atmospheric dusts are the Greenburg- 
Smith impinger and its various modifi- 
cations, the midget impinger, the Koni- 
meter, the Owens jet dust counter, the 
cascade impactor, all of which have 
been described by Jacobs,? and the 
membrane filter.'° 

The methods used for counting the 
samples obtained in these different ways 
all vary. For example, in using samples 
collected by the Greenburg-Smith im- 
pinger or the midget impinger a direct 
count using an ordinary microscope 
provided with suitable eyepieces, gen- 
erally a 7.5X or 10X ocular and a 
10X objective, is the general practice 
whereas the Owens jet dust counter 
samples are examined in order to be 
counted with an oil-immersion objective. 
It is clear that many more particles of 
smaller size will be observed in the 
Owens jet dust counter samples than in 
the Greenburg-Smith impinger samples. 
Consequently, the size distribution will 
be greatly different in both such counts 
and the average size of the particle in 
the Owens jet counter method will be 
smaller than that of the Greenburg-Smith 
impinger sample. 
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The Laboratory of the Department of 
Air Pollution Control, City of New 
York, has used various methods for the 
sampling and subsequent counting of 
dust in urban air. Among these were 
the Greenburg-Smith liquid impinge- 
ment method, the Owens jet dust counter 
method, the electrostatic precipitation 
method, and the Millipore filter method. 
Both the direct reading microscope 
equipped at times with a Whipple ocular 
disc and at other times a Porton grati- 
cule, and the MSA Microprojector were 
tested at various magnifications to ob- 
tain counts. The method finally selected 
has been used by the Laboratory for 
about a year. It has been found the 
most satisfactory with respect to: (a) 
reproducibility of results, (b) ability to 
count those particles most significant in 
atmospheric pollution studies, and (c) 
diminution of eyestrain. 

Sampling—A total of 2.47 cubic feet 
of air is aspirated in an interval of seven 
minutes through a one-inch Millipore 
filter paper (17mm in effective diame- 
ter) held in an aerosol microanalysis 
holder,’® using the 10 liters per minute 
orifice. This volume of air is the most 
satisfactory for dust counts in the range 
of 0-25 MPPCF. 

Counting—The filter paper on which 
the sample was collected is placed on a 
microscope slide (25 x 75 mm, 0.038 
mm thickness). A drop of cedar oil or 
Shillaber’s nondrying immersion oil is 
placed on the paper and a microscope 
slide cover glass is set over it. The 
slide prepared in this fashion is placed 
in the MSA Microprojector and a dust 
count is made at a magnification of ap- 
proximately 4,500. A 45X objective 
with a numerical aperture of 0.85 and a 
30X ocular are used. The count is con- 
tinued until sufficient fields are counted 
to give approximately 500 particles. 
Each field of the screen is equivalent to 
an area of 0.0024 mm’. 

Particle Size Measurement—The size 
distribution of the various particles is 
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determined during the dust count by use 
of the calibrated boxes on the screen. 
These are 11, 2, 1, and 0.4 microns in 
length. 

Calculation—The dust count is calcu- 
lated by means of the formula 


Total Count x Effective Area 
MPPCF = 


Cubic Ft of Air Sampled x 
Number of Fields x 0.0024 x 10° 
Calibration of Microprojector—The 
screen of the Microprojector is cali- 
brated using a stage micrometer having 
divisions which are 0.01 mm apart. 
Actual dimensions of the screen itself 
are 25x20 cm. In this system 5.5 di- 
visions on the stage micrometer are in- 
dicated as five boxes of the projection 
screen. This is equivalent to a distance 
of 0.055 mm. The total magnification 
is therefore the width of the screen di- 
vided by the apparent size of the mi- 
crometer scale, that is 250 mm divided 
by 9.055 mm which equals 4,545. 
Results—In Table 1 the results of 
four typical determinations are tabu- 
lated giving the actual particle count; 
the number of fields counted; the calcu- 
lated dust count expressed in MPPCF; 
the particle size distribution in microns, 
that is the number of particles counted 
as: less than lp, lp, 2y, 34 and 
4; and the percentage of particles which 
are less than lp» in size. In Table 2 
the variation in dust count from March 
through November, 1956, is given. In 
Table 3 the typical variation of dust 
count for the month of October, 1956, 
is tabulated, and in Table 4 representa- 
tive dust counts at several locations in 
the City of New York are given. 


Discussion 


The results obtained indicate that 
more than 80 per cent of the dust 


Dr. Jacobs is director; Mr. Braverman is 
chief chemist; Mr. Theophil is assistant chem- 
ist; and Mr. Hochheiser is chemist, Bureau of 
Laboratory, Department of Air Pollution Con- 
trol, New York, N. Y. 
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Table 1—Particle Size Distribution 


No. of Particles in Each Size («) 


Per cent 


No. of Fields 
Counted 


Particle 
Count 


MPPCF 1 


Less than 


Less 
than l uw 


474 3 153 378 
536 6 80 440 
596 4 141 516 
591 6 88 495 


particles suspended in outdoor city air 
are less than ly» in size and are in the 
range of about 0.5 to lu. A magnifica- 
tion of between 1,000 to 1,500 is nec- 
essary to see particles of this size. In 
our experience at the Laboratory of the 
Department of Air Pollution Control, 
City of New York, most of the counts 
range between 5 to 15 MPPCF with a 
minimum of the order of 3 MPPCF and 
a maximum of the order of 30. The 
preponderant number of particles are 
under 2 in size and virtually all are 
under 3, in size. For this reason par- 
ticles over 4y are not counted. 

It must be stressed that certain con- 
ventions have to be adopted in the meas- 
urement of dust particles because dust 
particles seldom have a definite geomet- 
rical shape. For this reason they really 


Table 2—Variation of Dust Count in 


New York City (MPPCF) 


1956 


= | 
| 


Month 


= 
> 
= 


March 
April 
May 
June 
July 


tN tb 


August 
September 
October 
November 


Average 


OF 


do not have what is commonly called a 
diameter so that an arbitrary conven- 
tion has to be adopted, namely, that the 
size of a dust particle is assumed to be 
the distance between the extreme points 
of the dust particle when measured in a 
horizontal direction.* 14 

It must also be noted that because the 
number of particles vary markedly with 
the method of sampling and the method 


Table 3—Daily Variation of Dust 
Count October, 1956 


Date MPPCF 


— 


Average 


1 2 
| 
58 22 12 2 84 
60 16 20 None 83 
60 24 4 None 87 
57 24 15 None 85 
1 
: 
3 
4 
5 
8 
9 
10 
ll 
15 
| | 16 
17 
18 
19 
4 22 
6 23 
8 
24 
25 
7 26 
7 30 
6 31 
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Table 4—Representative Dust Counts at 
Various Locations in New York City 


Location MPPCF 


E. 69th St. and York Ave. 
Maiden Lane and Water St. 
Cherry and Jefferson St. 

14th St. and 9th Ave. 

West End Ave. and 64th St. 
12Ist St. and Lexington Ave. 


of counting that the size distribution 
of such particles will vary markedly. 
Hence, it is essential that when dust 
counts or particle size measurement re- 
sults are given, the method of sampling 
and counting used be mentioned with 
the results. 

One further factor should be taken 
into consideration. In industrial hy- 
giene work the method used for many 
years by members of the U. S. Public 
Health Service—in which a Greenburg- 
Smith impinger or one of its modifica- 
tions is used as the sampling instru- 
ment—is commonly accepted as the 
“standard” method for sampling. In 
this method a filar micrometer eyepiece 
is recommended for measurement of the 
particles being counted. When this 
method is used for the counting of dust 
particles in outdoor city or nonwork- 
room atmospheres, that is, in urban or 
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“domestic” atmospheres the particle 
count is of the order of one one- 
hundredth of that mentioned above and 
the size of most of the particles counted 
is over lu. These factors must be taken 
into consideration whenever dust counts 
and particle size distribution measure- 
ments are compared. 


Conclusion 


A simple and direct method for the 
counting of dust and the measurement 
of the particle size of dust in outdoor 
city and nonworkroom or urban atmos- 
pheres has been detailed. It has been 
used successfully in the Laboratory of 
the Department of Air Pollution Con- 
trol, City of New York, for a year. 
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Mortality, Morbidity and Retirement 
JAMES S. TYHURST, M.D.; LEE SALK, Ph.D.; and MIRIAM KENNEDY 


The findings reported here offer a 
convincing refutation to the often- 
heard grumblings about the ill- 
effects of retirement upon the older 
employee. ho among us is so 
young that he will find nothing of 
personal concern in this study? 


In our work-oriented society * re- 
tirement is generally looked upon with 
distaste. It is frequently equated with 
illness, declining abilities, and other 
characteristics of degeneration. Among 
some people retirement is looked upon 
as the result of these characteristics. 
Among others retirement is looked upon 
as the cause of degeneration and early 
death. In the process of doing a study 
of what happens to people following re- 
tirement, how they think and feel, and 
what factors in their lives influence the 
manner in which they deal with retire- 
ment, we were constantly struck by the 
existing ideas about retirement which 
had arisen, not from scientific investi- 
gation, but from isolated impressions. 
Among these isolated impressions which 
have been generalized extensively and 
not investigated scientifically is that 
people who retire show a deterioration 
in health and die shortly after retire- 
ment. Characteristic of this idea is the 
following: “A few years ago many 
workers died a short time after their 
retirement, presumably from psychic 
trauma provoked by the sudden stop- 
ping of the daily work routine, inactiv- 
ity, and a reduced standard of living,” 
etc.” 


* It has been said that “Modern man is a 


worker. To work is his ideal. The modern 
male costume since the end of the 18th century 
is essentially a workman’s dress.”’* 


The theoretic basis behind this idea 
is that retirement is a stress and as such 
contributes to deterioration.t The pur- 
pose of the present paper is to report 
our findings with regard to the effect 
of retirement on mortality and health. 
A more general statement of the con- 
cepts used in this study of retirement 
may be found elsewhere.” 


Subjects 


Both the data on mortality and the 
data on health were obtained from pen- 
sioners in a large communications in- 
dustry. Our mortality data were ob- 
tained from a study of the total 
population of male pensioners from this 
company since they inaugurated their 
retirement plan in 1917, and not from 
a sample of these people. The data on 
health were obtained from samples of 
male pensioners from a department of 
about 9,000 employees. In studying 
this group samples of varying sizes were 
drawn for studies of different kinds and 
intensity (Table 1). 

The retirement program in this com- 
pany is considered to be flexible, in that 
the employees can retire between 60 
years of age and 70 years of age. Actu- 
ally, some people may retire before 60 
if they have achieved 30 years of serv- 
ice or 25 years of service and age 55. 
For this group the reason for retirement 
has usually been health or company- 
initiated retirement when the worker’s 


7+ Referred to as the “retirement impact 
theory.” * This idea suggests that death rates 
should ‘be higher, survival rates lower, and life 
expectancy reduced by retirement. One au- 
thor has said, “There is evidence of premature 
deterioration when retirement deprives the 
organism and the mind of activity.” 5 
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Table 1—Populations and Methods of Study 


Data Number 


Method 


Mortality Data 
Death Rates 898 


Survival Rates 


Life Expectancy 


Morbidity Data 
General Sample 


Subsample 


Statistical Analysis of 
Company Data 

Statistical Analysis of 
Company Data 

Statistical Analysis of 
Company Data 


Company Record Review 
Mail Questionnaire 

Company Record Review 
Mail Questionnaire 
Intensive Case Study 


job had become obsolete. For those 
retiring between 60 and 70 the average 
age at retirement is 63 years. The con- 
cept of flexibility allows the company 
to retire an employee when he is no 
longer able to meet the requirements of 
any available job adequately even 
though he would prefer to stay at work. 
We have found that approximately 65 
per cent of these employees retired 
unwillingly. 


Methods and Results 


Mortality—In order for us to see 
whether or not people die shortly after 
retirement, or whether retirement affects 
life expectancy, we had to know the 
birth date, date of retirement, and date 
of death (if the pensioner dies) for all 
subjects under study, and whether age 
at retirement was influenced by life ex- 
pectancy risk at time of retirement. 

The subjects under study, as men- 
tioned before, constituted the total 
population of males who have retired 
from this company since 1917. The 
necessary data were provided for us by 
the company. From these data we de- 
termined each pensioner’s age at retire- 
ment, years spent in retirement, and age 
at death, and from these calculations we 


used three methods to determine mor- 
tality in relation to retirement: death 
rates, survival rates, and fulfillment of 
life expectancy. 

The death rates following retirement 
were worked out on 898 retired male 
pensioners retiring between 1917 and 
1954. The death rate is the per cent 
of people in a given age group dying 
within a given period. In our study 
we calculated the percentage year-by- 
year following retirement for people re- 
tiring at 60 years of age and over. It 
can be seen that, for this population, 
the death rate follows an ascending 
curve (Figure 1). If retirement were 
a stress that precipitated death shortly 
after retirement, we should expect, just 
after retirement, a death rate higher 
than in later years. Our data do not 
bear this out. 

The next question we must ask is: 
“Does the age of retirement affect death 
rates following retirement?” These data 
show no significant differences in death 


Dr. Tyhurst is associate professor; Dr. Salk 
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Age at Retirement 


Rates per 1000 


25 


Years Following Retirement 


Figure 1—Death Rates Following Retirement Among 898 
Male Retired Pensioners Who Retired Between 1917-1954 


rates between groups retiring at differ- 
ent ages (Figure 2). We do see, how- 
ever, some slight indication that the 
death rates in the later years following 
retirement are higher for people who 
have worked to a later age, but the 
differences are not statistically signifi- 


cant. 

Another method utilized for dealing 
with our mortality data was survival 
rates. The survival rate is the per cent 
of a given population surviving a given 
period of time. This material was cal- 


Legend 


Symbol 


culated on 793 pensioners who retired 
between 1917 and 1950 (Table 2). 
From these data it is evident that there 
is no decrease in the chances of sur- 
viving the five-year period immediately 
following retirement for any of the age 
groups when compared with the second 
and third five-year periods following 
retirement. In fact, this period im- 
mediately following retirement shows a 
slightly higher survival rate than the 
years following, when age is held con- 
stant. That is, by comparing age 


Age at Retirement 


65-73 


70-78 
Age at Death 


75-83 80-88 


Figure 2—Death Rates Following Retirement According to 
Age at Death Among 898 Male Retired Pensioners Who 


Retired Between 1917-1954 
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Table 2—Survival Rates by Age and Five-Year Period of Retirment for 
793 Retired Pensioners Who Retired Between 1917 and 1950 


Five-Year Period of Retirement 


First 


Per cent 
Surviving 
This Period 


Base 
No. * 


Age at 
Retirement 


Second Third 


Base 
No. * 


Per cent 
Surviving 
This Period 


Per cent 
Surviving 
This Period 


Base 
No. * 


50-59 154 
60-64 322 
65-69 262 


70 plus 55 


87 79.3 47 76. 
180 77.8 63. 
131 77.9 64. 

24 62.5 18. 


* Base No. is the number of pensioners of this age group entering the specified period. 


groups, the reverse may be true. Finally, 
it might be noted that the survival fig- 
ures here are remarkably close to those 
provided in the United States Life Ta- 
bles of 1939 and 1941 for the age group 
60-64 and 65-69. 

The third method utilized for exam- 
ing our mortality data was to see how 
many pensioners fulfilled their life ex- 
pectancy. Life expectancy was calcu- 


lated from data on the male portion of 
the general population in Canada at 
the same age and for the same years 


that the subjects retired." We were 


* We would like to thank the Dominion 
Bureau of Statistics, Ottawa, for preparing this 
material for us. The point of this comparison 
is that the general male population, 1871-1951, 
is one in which formal retirement with pen- 
sion is not a characteristic feature in the work 
life of its members. 


able to study only 224 subjects, since 
we had to eliminate those retiring after 
1935 because we could not know whether 
or not they had fulfilled their life ex- 
pectancy. Of the 224 subjects studied, 
exactly one-half lived below this period 
and one-half lived above this period 
(Table 3). Furthermore, we have no 
indication that age at retirement affects 
life expectancy in a significant manner. 
We were able to gather additional in- 
formation regarding this group and we 
found that life expectancy was not af- 
fected by type of occupation, level of 
supervision, marital status, monthly in- 
come, or average annual income during 
the 10 years prior to retirement. 
Morbidity—The next phase of our 
study deals with the relationship of 
physical health to retirement. With re- 


Table 3—Life Expectancy in Relation to Age at Retirment for 224 Retired 
Pensioners Who Retired Between 1917 and 1935 


Lived Above 
Life Expectancy 
Age at — 
Retirement No. 


Per cent 


Lived Below 
Life Expectancy 


No. 


Total 


Per cent No. Per cent 


| 
81.2 6 
86.0 6 
81.3 4 
76.4 2 
50-54 4 3.6 7 6.3 ll 4.9 : 
55-59 16 14.3 14 12.5 30 13.4 : 
60-64 41.1 53 47.3 99 44.2 
65-69 37 33.0 31 27.6 68 30.4 ; 
70- 9 8.0 7 6.3 16 7.1 ) 
Total 112 100 112 100 224 100 
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Table 4—Pattern of Health: Before, During, and After 
Retirement, According to Attitude Toward Retirment 


Attitude Towards Retirement 


Voluntary 


Involuntary 


Unwel-} 
come 


Unwel- 
come 


Don't 
Know 


43 


10 


31 


spect to health, we have data from three 
sources. The first is the detailed medi- 
cal records of the company on each 


pensioner. The company made avail- 
able the pensioner’s complete health and 
accident record, which includes specific 
diagnoses and entry of minor ailments 
over the whole period of the pensioner’s 
employment. Furthermore, following 
retirement, the pensioner is visited 
periodically and a report made on his 
health and general status, with a refer- 
ence also to illnesses, hospitalizations, 
and symptoms. The subjects in this 
phase of the study were 257 male pen- 
sioners from a department of 9,000 
employees. 


These data have been treated by 
making judgments concerning the level 
of physical health based upon the num- 
ber of illnesses, the number of absences 
for illness, the length of such absences, 
the nature of the symptoms, and the 
diagnoses. The judgments made were: 
good, fair, poor, very poor. Hyphenated 
ratings, such as good-fair, reflect some 
fluctuation between these levels of health 
over the period observed. 

From these judgments concerning the 
levels of health before, during, and after 
retirement, patterns of health have been 
derived in relation to retirement (Table 
4). The pattern on the left side of the 
table indicates the relative health pattern 


Health 
Pattern 
Don't 
Know 
a » come Know Know 
Don't 
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Table 5—Health Status Before Retirement According to 
Attitude Toward Retirement 


Attitude Toward Retirement 


Do 
Voluntary Involuntary Not Know 


Health Unwel- Do Unwel- Do Do 
Status Welcome come Not Know come NotKnow NotKnow Total 


Good 35 45 3 7 1 1 92 
Fair 25 20 _— 3 ~ 1 49 
Poor 30 31 ll 13 = — 85 
Very Poor -— 3 1 2 2 — 8 
Good-Fair 2 2 4 
Good-Poor 2 1 3 
Fair-Poor 3 3 1 7 
Poor-Very Poor l 3 4 
Do Not Know 3 2 5 

Total 101 110 15 26 3 2 257 


in respect to retirement. That is, the proximately three-quarters of the pen- 
left-hand dot indicates the health before sioners showed either no change or an 
retirement; the dot in the middle indi- actual improvement in their health. Of 
cates the health during * retirement; these, about 37 per cent showed no 
and the dot to the right indicates the change and 40 per cent showed an 
health after retirement. For the total actual improvement in their health status 
group with respect to health pattern ap- as evaluated by us from before to after 
—_ retirement. Furthermore, it is clear 

* The term “during” refers to the time dur- that attitude toward retirement is un- 


al retirement is being decided to the health pattern. We dis- 


Table 6—Health Status During Retirement According to 
Attitude Toward Retirement 


Attitude Toward Retirement 


Do 
Involuntary Not Know 


Unwel- Do Unwel- Do Do 
Welcome come Not Know come NotKnow NotKnow Total 


Voluntary 


Health 
Status 


Good 47 46 2 ? 1 1 104 
Fair 18 19 — 3 — 1 41 
Poor 28 34 ll 14 87 
Very Poor 2 4 1 2 _ 10 
Fair-Poor 2 2 4 
Do Not Know 4 3 7 

Total 101 110 15 26 3 2 257 
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Table 7—Health Status After Retirement According to 
Attitude Toward Retirement 


Attitude Toward Retirement 


Voluntary 


Do 


Involuntary Not Know 


Do 


Unwel- 
come 


Health 


Status Welcome 


Not Know 


Do 
Not Know 


Do 
Not Know Total 


Unwel- 
come 


Good 

Fair 

Poor 

Very Poor 
Good-Fair 
Good-Poor 
Good-Very Poor 
Fair-Poor 
Poor-Very Poor 
Do Not Know 


i= 
= 


Total 


1 161 
— 22 
1 17 
1 5 
— 10 
5 


tinguished two factors with regard to 
attitude toward retirement, one being 
voluntary versus involuntary, the other 


being welcome versus unwelcome. “Vol- 
untary” means that the pensioner filled 
out all the forms and signed a statement 


requesting retirement. “Involuntary” 
means that he refused to do this. In 
addition to this we found that although 
some individuals filled out the forms 
and complied with the company regu- 
lations, they did not want to retire. The 
actual feelings of the pensioner himself 
are characterized by the category of 
welcome versus unwelcome. In effect, 
we distinguish between conforming with 
company regulations regarding retire- 
ment and the pensioner’s actual feelings 
toward his imminent retirement. 

The actual ratings made with respect 
to good, fair, poor, etc., with regard to 
the periods before, during, and after 
retirement used to establish the health 
pattern just examined are shown in 
Tables 5-8. 

We can see that there was a majority 
of pensioners in good health before re- 
tirement (Tables 5 and 6). The ratings 


of health during retirement (Tables 5 
and 7) indicate again a majority of 
pensioners in good health, even more 
than were seen in the preretirement 
period, fewer pensioners in fair health, 
and approximately the same number in 
poor health. 

The ratings of health for the period 
following retirement (Tables 5 and 8) 
show a rather significant increase in the 
number of people in good health and a 
very significant decrease in the number 
of pensioners in fair, poor, and very 
poor health. It should be noted that 
the after retirement period ranges from 
one to 22 years following retirement 
depending, of course, upon when the 
subject retired. 

The contention that retirement creates 
a stress which results in a deterioration 
in health is not borne out by our data 
on this population. On the contrary, 
there is very good indication that their 
health improves following retirement, as 
indicated both by the actual health rat- 
ings themselves and the patterns of 
health which were derived from these 
ratings. 


|_| 
= 
70 68 7 14 
8 13 
2 4 6 4 
: —_ 3 1 
4 3 1 
1 4 — j 
2 — — 2 
1 — 2 3 
13 14 4 31 
: | |_| 110 15 26 3 2 257 
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Table 8—Physical Symptoms and Illnesses : eported After Retirement by 257 
Male Pensioners, According to Attitude Toward Retirement 


Attitude Toward Retirement 


Voluntary 


Do 


Involuntary Not Know 


Do 


Unwel- 
come 


Physical Symptoms 


and IIlnesses Welcome 


Not Know 


Do 
Not Know Total 


Do 
Not Know 


Unwel- 
come 


Cardiovascular 

Muscular-Skeletal 

Respiratory 

Nervous System 

Somatic-Sensory 

Gastrointestinal 

Major Operations 

Hypertension 

Asthma 

Fatigue, Weakness, 
Debility 

Ulcer 

Skin 

Venereal 

Colitis 

Other 


76 
41 
30 
25 
24 
16 
24 
17 


ond 
wel oem on 


Let us examine briefly the physical 
symptoms and illnesses reported after 
retirement by the 257 male pensioners 
under study (Table 9). The physical 
symptoms and illnesses listed in the 
left-hand column are listed according to 
the frequency with which they were re- 
ported. Cardiovascular illness and 
arthritis, which are classified under 
muscular-skeletal, lead the list as they 
do for aged populations studied else- 
where." ® 

In addition to these data it was felt 
that it would be of value to secure in- 
formation based upon the pensioner’s 
own evaluations of his circumstances. 
To secure this from the whole popula- 
tion a mail questionnaire was prepared 
covering all aspects of the immediate 
retirement situation and including de- 
tailed questions concerning retirement 
expectations, level of activity, occupa- 
tion, and health. A remarkably high 
return was secured, in that 78 per cent 


of those pensioners who were actually 
accessible returned the mail question- 
naires.* 

On the basis of the pensioners’ own 
evaluations (Table 10) we were able to 
determine the pattern of health from 
the period during retirement to after 
retirement. We were not able to evalu- 
ate the preretirement health on the basis 
of this mail questionnaire. The results 
obtained are in agreement with the 
health data presented previously in the 


* At the time the mail questionnaire was 
sent out 27 of the pensioners were known to 
be dead, so that of the 257 pensioners, ques- 


tionnaires were sent to 230. Of these 230, 
we learned subsequently that 20 more had 
died and 16 were too ill to reply. An investi- 
gation of the type of illnesses and the onset 
of illness for these 16 pensioners “too ill to 
reply” indicates that there was no temporal 
relationship between illness and retirement 
for all 16. They had either been ill for a num- 
ber of years prior to retirement or became ill 
many years afterward. Of these 16 pensioners, 
six had strokes, four were psychotic, four had 
coronary disease, one was senile, and one had 
a brain tumor. 


= 
24 35 9 
13 16 l = 1 
10 13 3 
16 
10 1 od ma 
4 2 l ll 
7 2 2 i = 13 
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Table 9—Pattern of Health: During to After Retirement Based 
on Self-Rating and According to Attitude Toward Retirement 


Attitude Towards Retirement 


Voluntary 


Involuntary 


Unwel-| 
cone 


Wel- 
come 


Don't 
Know 


Unwel- 
come 


57 35 
6 
9 

29 


102 


* 47—Dead. 


16—Too ill to reply to mail questionnaire. 


54—No reply or ne answer to the question. 


sense that the majority of the pensioners 
show either improvement or no change 
in health during this period of time, 


while very few show a decline in their 
health status. 

The pensioners’ own ratings of health 
at the time of retirement again sub- 
stantiate the findings presented before, 
in that there is a majority of pensioners 


reporting excellent and good health for 
this period. The self-rating of health 
status for the period after retirement 
shows again a majority of people in 
good health. The majority of pension- 
ers show either an improvement or no 
change in health following retirement 
and relatively small proportion of pen- 
sioners reporting poor health. 


Table 10—Self-Rating of Health Status After Retirement According to 
Attitude Toward Retirement 


Attitude Toward Retirement 


Voluntary 


Do 


Involuntary Not Know 


Do 


Unwel- 
come 


Self-Rating of 


Health Status Welcome 


Not Know 


Do 
Not Know 


Do 
Not Know Tota 


Unwel- 
come 


Good 42 32 
Fair 24 17 
Poor 4 6 
Very Poor 3 1 
Do Not Know * 28 54 


Total 101 110 


* 47—Dead. 
16—Too ill to reply to mail questionnaire. 
53—No reply or no answer to the question. 


Health 
Pattern 
Don't 
Know Total 
§ Don Don't 
& = Know Know 
1 - 17 
ae - 4 - - 2 
Don 
; Know* 15 u 3 2 117* 
ll 
15 14 3 2 116 
ee 15 26 3 2 257 
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The third method for stud- ing-health 
in relation to retirement was to utilize 
an intensive case-study approach. The 
sample studied intensively consisted of 
65 pensioners representative of the 
larger sample of 257 with respect to 
level of supervision, income, age at join- 
ing the company, age at retirement, 
years in retirement, attitudes toward re- 
tirement, as well as postretirement ac- 
tivities. The only major discrepancy 
between the sample of 65 and the popu- 
lation from which they were selected 
was in the area of mobility. The sample 
interviewed intensively tended to show 
less change of residence following re- 
tirement, which is understandable, be- 
cause these people were more eccessible 
to us. The pensioners were seen at 
home in interviews lasting up to six 
hours in one to three visits. The inter- 
views were generally unstructured, car- 
ried out by trained interviewers, with 
the one proviso that guidance was pro- 
vided by a minimum data protocol, 
which served as a regular method for 


organizing and recording our data. The 
interview was concerned not only with 
the retirement situation in all its as- 
pects, but also with detailed anamnestic 
data and an intensive review of the in- 
dividual’s present social situation and 


psychologic status. Following the in- 
terviewing and recording of data, ~ch 
pensioner seen was discussed exhaus- 
tively in a team conference lasting about 
three to four hours, at which a general 
formulation of the pensioner’s retire- 
ment adaptation was made by the re- 
search group, together with a statement 
of the natural history of retirement 
characteristic of that particular person, 
and the relevant general factors that 
seemed to have determined the particu- 
lar individual history. The data ob- 
tained from the intensive case study 
substantiated the more general findings 
which we have already discussed. 
Finally, with regard to psychologic 
status, on the basis of the presence or 
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absence of subjective or objective psy- 
chologic distress, 75 per cent of the pen- 
sioners studied intensively appeared to 
be in good general adaptation to retire- 
ment at the time of the study; 17 per 
cent appeared to be frankly distressed, 
in varying degrees from overtly phy- 
chotic to showing a general dissatisfac- 
tion, depression, or anxiety; and 9 per 
cent appeared still to be in a state of 
postretirement turmoil. 


Summary and Conclusions 


Before concluding, we would like to 
point out some of the weaknesses in our 
study and suggest better possible ways 
for future investigations of this problem. 
We hasten to add that we do not believe 
that these weaknesses seriously affect 
our conclusions because they are sup- 
ported consistently by findings we have 
obtained using various methods. 

We feel that the ideal experiment 
would be to study two samples from the 
same population, using the methods we 
have described, one of which is retired 
at a given age and the other allowed to 
work for approximately five more years. 
If these two samples, selected at random, 
are followed for the necessary period 
of time—at least five years—the state- 
ments regarding the affects of retire- 
ment on mortality and health would be 
made under the best methods of control. 
This ideal experiment, we can readily 
see, is not possible considering the exist- 
ing structure of industry. 

We can recommend, however, a prac- 
tical experiment which comes as close 
to the ideal as we can imagine. That 
is, using the same methods mentioned 
previously in comparing health and 
mortality for one group from an indus- 
try retiring people at 65 years of age, 
with another group from a comparable 
industry that works until 70 years of 
age and then retires. The comparisons 
would be made for the five-year period 
between 65 and 70. We shall look for- 
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ward to the results of such an experi- 
ment, but we are confident that they 
will confirm the results just presented. 
All the results obtained from the 
various methods of study lead us to con- 
clude that retirement in the industrial 
population under study does not hasten 
death, nor does it lead to deterioration 
of health. On the contrary, we have 
given some evidence to show that mor- 
tality is lower in the period immediately 
following retirement than it is, later on, 
regardless of the age at retirement. 
There is also some indication that people 
retiring at a younger age have lower 
mortality rates in the later years than 
do people who retire at an older age. 
With regard to health we see evidence 
that there is an improvement in health 
status rather than a decline for the 
majority of the people studied. 
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Evaluating Medical Care Programs 


The American Public Welfare Association has published a “Self-Evaluation 


Schedule for Medical Assistance Programs.” 


This 35-page multilith schedule has 


been carefully and comprehensively developed to highlight the many diversified 
factors involved in the successful operation of a medical assistance program. The 
pertinent items in the full gamut of services needed for a well rounded program 
are identified and self-searching questions concerning them are couched so that 


the resulting analysis is simplified and concise. 


This same schedule can be applied 


with modifications to the medical care aspects of programs carried on by public 


health agencies. 


American Public Welfare Association, 1313 E. 60th St., Chicago 37, IIL; 


$1.00. 


PUBLIC HEALTH 
and the Nations Health 


Official Monthly Publication of the American Public Health Association, Inc. 


Volume 47 November, 1957 Number 11 


REGINALD MYERS ATWATER, M.D. — 1892-1957 


As the Journal goes to press the death of Reginald Myers 
Atwater, M.D., is announced. Dr. Atwater was executive secre- 
tary of the Association for 22 years and served in this capacity 
with wholéhearted devotion. The Journal and the Association 
extend their sympathies to Dr. Atwater’s family. 


The Public Service Award Program of the 
Life Insurance Business 


*$ For close to fifty years public health in America has profited from the services 
of the life insurance companies and their field personnel. Reflecting the commu- 
nity of interest between their business and the health and welfare of the public 
they serve, many of the companies have participated in a variety of helpful activi- 
ties. Some made a free nursing service available to certain of their sick policy- 
holders. Others were instrumental in advancing local health projects, including 
the appointment of full-time health officers, the erection of tuberculosis sanatoria, 
and various immunizing campaigns. More recently, the companies, through their 
Medical Research Fund, have supported investigations in the circulatory diseases 
and the training of research personnel in this field. Many of them are making 
sizable contributions to aid medical education generally. We can also recall with 
satisfaction the valuable services of a number of life insurance leaders who achieved 
high office in our Association. 

It should, therefore, surprise no one that a new and promising activity has 
recently been launched by the life insurance business to advance the health and 
welfare of the country. This is the Public Service Award Program of the Institute 
of Life Insurance, acting in cooperation with the National Association of Life 
Underwriters. The former organization is the public relations agency of the life 
insurance business; the latter is the trade society of the life agents themselves. 
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Their joint program is to encourage local Life Underwriters Associations—of which 
there are nearly 700 in all parts of the country—to interest their members in the 
health and welfare of their communities and to take an active part in supporting 
these public operations. A series of newsletters has been sent to the life insurance 
agents of the country, outlining possible areas for their action, but always leaving 
the choice of the particular project to the local group, after consulting with the 
health and welfare leaders of the community. To further stimulate the men in the 
field the Public Service Award Program each year presents a plaque to the three 
Life Underwriters Associations, according to size category and selected by a Com- 
mittee of Judges made up of a number of leaders from the health and welfare field, 
on the basis of the most effective work done and results achieved. 

In the first year’s program, just closed, over 80 Life Underwriters Associations 
were enrolled and reported a great variety of operations performed by their mem- 
bers. Some have aided in connection with the various local fund drives and, more 
particularly, the Community Chest, the Red Cross, and Heart Association cam- 
paigns. Others have taken leadership in alerting the general public as to the needs 
of their public schools and other educational facilities. Still others have engaged 
in training personnel to serve as volunteers in various capacities in local health 
and welfare organizations. And some have taken positions on their boards of 
directors. 

What is particularly encouraging is the warm response of the leaders in local 
health and welfare agencies to the services rendered by these insurance men. Thus: 

“I am pleased to inform you of the tremendous support given our association 
by many of the Underwriters in the Idaho Falls area. As an example of their 
efforts, the Heart Sunday Drive in Boise jumped from $1,700 to more than $5,500 
for one day. These Underwriters were standing by all day with their cars to help 
our volunteer Heart Sunday workers.” 

“The Life Underwriters have been outstanding in their faithfulness to their 
assignments, the keen insight into the patients’ problems, the strong realization of 
the vastness of the problem of mental illness, and the important part that good 
citizens in the community play in this.” 

In the first year’s Award Program the winning Associations were: the Dallas 
Association for its contribution to cancer control in its area, the Omaha 
Association for its contribution to the United Red Feather Campaign, and the 
Jonesboro Arkansas Association for its contribution to the Heart Fund Campaign. 

This is a continuing operation of the life insurance business and it is hoped 
that many more Life Underwriters Associations will become active in it in the years 
ahead. It is suggested that health officers and leaders in community health and 
welfare agencies seek out the aid which can be had from their local underwriters, 
acting through their Association. Projects adapted to this group of active business- 
men will be received in a spirit of cooperative action. There is much of promise 
in the development of this area of cooperation between the life insurance business 
on the one hand and the public health and welfare agencies on the other. 


A Decade of Hill-Burton 


%$ It is just 10 years ago that the first grant was awarded under the Hospital Sur- 
vey and Construction Act, better known as the Hill-Burton Act. With the passage 
of this law in 1946, the United States for the first time in its history embarked on 
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a systematic, nation-wide hospital construction program with financial aid from 
the federal government. The aim of the program was twofold: first, to help the 
states in surveying and establishing their needs for hospitals and health centers and 
in drawing up plans for the provision of needed facilities; second, to aid in carry- 
ing out these plans by assisting in the construction of the needed hospitals and 
health centers. 

The Hill-Burton program was the answer to a long-felt need and when the first 
project application was approved in September, 1947, an operation began that is 
now a multibillion dollar undertaking. A statistical review and analysis of the 
Hill-Burton program, published by the Public Health Service, reveals the vast sweep 
of this pioneering enterprise. To date, 3,514 projects have been approved, with a 
total estimated cost of $2,874,587,085. The contribution of the federal government 
comprises approximately one-third of this sum. The number of new hospital beds 
completed or under construction is 152,593. Of this total, 121,456 beds are in 
general hospitals, 13,245 in mental hospitals, 7,118 for tuberculosis, 7,064 for 
chronic disease patients, and 3,710 beds in nursing homes. Fifty-six per cent of 
the new hospitals have fewer than 50 beds and 22 per cent have more than 50 but 
less than 99. 

For the most part, the general hospital projects are located in smaller urban 
communities and rural areas. Southern states account for one-half the Hill-Burton 
projects. Fifty-three per cent are in communities of 5,000 or less population; only 
13 per cent are in cities with 50,000 or more inhabitants. Perhaps most signficant 
is the fact that of the 1,111 completely new general hospital projects, 51 per cent 
are in places where there had previously not been any hospital. 

Clearly, a long step forward has been taken toward remedying deficiencies in 
hospital facilities throughout the country. At the same time, this phenomenon 
raises a number of problems and questions. How effective and efficient is the serv- 
ice provided by these facilities? What has been their impact on the communities 
served by them? To what extent are the facilities created under the Hill-Burton 
program coordinated with other health facilities in the area? What essentially is 
the contribution of the Hill-Burton program toward the ultimate goal of adequate 
health care for all the people? Here is a virgin territory for exploration and it 
seems reasonable to expect that knowledge acquired by such forays into terra 
incognita will result in more effective application of federal and state resources to 
the creation of health care facilities. 


Health Organization and the Community 


*— The past fifty years have witnessed in the United States an unprecedented over- 
all trend toward the improvement of community health. The diseases of infancy, 
youth, and early adulthood have been reduced to such an extent that more and 
more people live into the older years and the community must concern itself with 
the health problems of a maturing population. Thus, the problems that loom large 
today involve the control or prevention, if possible, of the less remediable chronic, 
noncommunicable diseases. At the same time the community health program has 
broadened to include, wherever feasible, other elements and situations which may 
adversely affect the physical and mental well-being of the community. The widen- 
ing horizons of public health have in recent years come to include such problems 
as accident prevention and mental illness, as well as renewed emphasis on the con- 


f 
i 
i 
L 
| 


148 NOVEMBER 1957 AMERICAN JOURNAL OF PUBLIC HEALTH 


trol of the physical environment due to new factors introduced by our expanding 
and changing industrial technology. Recent years have also brought increasing 
attention to the social and economic changes accompanying our expanding indus- 
trialism and their consequences for the public health. Among these are the con- 
tinuing movement of population from the farm to the city and the countervailing 
flight from the city to suburbia. Obviously, a whole set of new problems faces us, 
and as we proceed to tackle them it becomes increasingly clear that the organiza- 
tion and coordination of community health services will have to be considerably 
altered in order to be able to meet adequately the demands that will be made upon 
them in the future. 

The realization that endemic and epidemic disease caused by such factors as 
defective sewerage or infected milk was a problem of the entire community led to 
the creation of the modern public health organization. This institutional develop- 
ment was further buttressed by a growing awareness that from the point of view of 
the community many forms of ill-health represented social wastage that could be 
eliminated. Since the nineteenth century health has been one of the great themes of 
social anxiety. As new areas of public concern and obligation were defined by 
advancing knowledge in the field of health, the administrative organs that had been 
set up to protect the health of the community endeavored to respond in an appro- 
priate manner. Unfortunately, much of this was on an ad hoc basis. Furthermore, 
fundamental economic, social, and demographic trends have outstripped the growth 
of administrative and institutional forms in the area of community health. This is 
particularly true with regard to suburbanization and the growth of metropolitan 
areas. In such areas communities are not infrequently strait-jacketed by antiquated 
political and administrative jurisdictions unable to properly finance and develop 
necessary community health services. 

Under the pressure of these developments a groundswell of unease has been evi- 
dent among public health workers and nonprofessional community leaders. This 
dissatisfaction with the current health scene is clearly evident in “A Critique of 
Community Public Health Services,” the supplement to the current issue of the 
Journal. It is symptomatic of the ferment which is stirring those concerned with 
the health problems of the American community. The questions raised by the 
participants in the National Health Form deserve the thoughtful consideration of 
public health workers, for it is these questions that will concern us in the decades 
ahead. For this reason it is to be hoped that the supplement will find wide dis- 
tribution and readership. If it stimulates thought and discussion on how best to 
meet the health needs of the community in an organized manner, it will have made 
a significant contribution to a fundamental problem. 
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Clearing House on Public Health Salary 
Information and Personnel Needs 


Canadian Salary Study 


The third revision of Recommended 
Qualification Requirements and Mini- 
mum Salaries for Public Heath Per- 
sonnel in Canada is published in the 
August issue of the Canadian Journal 
of Public Health. Here are described 
47 grades of positions in 10 occupa- 
tional classifications, each with recom- 
mended qualifications and recommended 
minimum salaries and annual incre- 
ments up to maximum salaries. 

Further, current salaries are reported 
for the 5,850 workers occupying these 
positions in Canada. Of the total, 46 
per cent are nurses, 16 per cent are 
professional and technical laboratory 
personnel, 12 per cent each are physi- 
cians and sanitary inspectors, and 10 
per cent are veterinarians. All other 
groups total about 5 per cent. 

The report was prepared by a Com- 
mittee on Salaries and Qualifications 
of Public Health Personnel of the 
Canadian Public Health Association at 
the request of the Dominion Council of 
Health, under the leadership of J. H. 
Baillie, M.D., area medical director, 
Bell Telephone Company of Canada. 

It reviews that the report of the 1951 
revision “noted that the increases 
recorded in salaries between 1948 and 
1951 were not comparable with those 
received by other workers in Canada 
and would not compensate for the in- 
creased cost of living.” It says further, 
“The 1956 survey indicates that there 
has been no marked increase in the 
number of physicians engaging in public 
health work during the past five years. 
This finding reflects the continuing 
shortage of physicians trained in public 
health and the trend toward the enlarge- 
ment of health unit areas in order to 


utilize available personnel to the n.axi- 
mum. While there are outstanding ex- 
amples of improvement in salary ranges, 
the over-all Canadian picture cannot be 
considered in any way competitive with 
other similar fields of endeavour nor 
attractive to a student contemplating 
professional public health service.” 


Pay Rises Pursuing Cost of Living 


Pay rises pursuing but never catch- 
ing up with rises in cost of living is 
the picture portrayed by material shown 
in “Government Standard” of July 12, 
1957. This weekly newspaper of the 
American Federation of Government 
Employees gives excerpts from testi- 
mony presented to the House Post 
Office and Civil Service Committee in 
support of pay increases for govern- 
ment workers. Members of the com- 
mittee, it is reported, “had high praise 
for the AFGE’s thorough documenta- 
tion of the case for a substantial pay 
raise.” 

The data excerpted in the Standard 
indicate that for the GS-7 worker, for 
example, salaries have increased 74 per 
cent between 1939 and 1957 while cost 
of living has risen 102 per cent. For 
groups of government employees in 
grades ranging for GS-3 to GS-11 the 
loss in real or buying power dollars 
during the same period varies from $50 
annually for GS-3 to $640 for GS-11. 

The details of the testimony ca: be 
found in the record of the hearings 
before the House Post Office and Civil 
Service Committee held the week of July 
10, 1957. Copies of the Government 
Standard may still be available from 
the American Federation of Government 
Employees, 900 F St., N.W., Washing- 
ton 4, D.C. 
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Medical Librarianship as a Career 


A key person in the speedy trans- 
mission of the latest scientific discovery 
from the researcher to the practicing 
doctor and other researchers, upon 
which medical progress depends, is the 
medical librarian. Thus is described 
the job of this member of the health 
team in “A Career in Health: Medical 
Librarianship.” 

The article appears in Health, Octo- 
ber, 1957, which is the monthly maga- 
zine of the American Osteopathic Asso- 
ciation. It indicates a tremendous 
shortage of trained medical librarians, 
makes much of the service opportuni- 
ties, indicates what are some of the 
important chores, outlines what training 
is needed, describes certification by the 
Medical Library Association (desirable 
but not compulsory for employment), 
and the general level of salaries. 

The article, which was written by 
Margaret Cressaty, librarian of the Col- 
lege of Osteopathic Physicians and Sur- 
geons in Los Angeles, is a valuable 
addition to the growing health career 
literature. Health, American Osteo- 
pathic Association, 212 East Ohio St., 
Chicago, Ill. 


Recruiting Home Economists 


Seven annual Home Economics re- 
cruitment pamphlets have been sent to 
the Clearing House by a member of the 
American Public Health Association. 
These seven pamphlets represent a long- 
range and persistent recruitment pro- 
gram. The 1951 stresses work with 
families and children as an incentive. 
The 1952 calls Home Economics “a 

~reer dedicated to better living.” The 
iY53 stresses the teaching aspects both 
in classes and in any homes. The 1954 
outlines the opportunities “for home 
economists in business.” One of the 
smallest of the leaflets, the 1955 has as 
its theme, “Business Wants You, The 
Community Wants You, The Schools 
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Want You” and suggests that you want 
a home for which home economics train- 
ing prepares you. The 1956 pamphlet 
is devoted to a Home Economist Career 
in Social Welfare or Public Health. The 
1957 pamphlet is entitled “For You a 
Double Future in Home Economics.” 
The double career is as a home econo- 
mist and a home maker. This pamphlet 
also has a list of sources of further 
information. 

Each of these pamphlets is attractively 
presented in two colors with photo- 
graphic and drawing illustrations. 

Perhaps a set of these is available 
from the American Home Economics 
Association. They are variously priced, 
the 1957 being 25 cents; American 
Home Economics Association, 1600 


20th St., N.W., Washington, D. C. 


Virginia Recruitment Pamphlet 


“It’s Time to Choose Your Career” 
is the subject of the July, 1957, quar- 
terly Bulletin of the Medical College of 
Virginia. It outlines, primarily for the 
high school student, the work, the satis- 
factions, qualifications, and training 
needed for 11 medical or related profes- 
sions—medicine, dentistry, pharmacy, 
nursing, medical sciences, hospital ad- 
ministration, physical therapy, medical 
technology, x-ray technology, dietetics, 
and practical nursing. Public health is 
mentioned incidentally in a number of 
the occupations but not at all for 
medicine. 

This is an effective factual booklet to 
help students decide whether to pick one 
of the 11 areas as a career. Medical 
College of Virginia, Richmond. 


Nursing Personnel Policies Guide 


The National League for Nursing has 
recently published “Guide on Personnel 
Policies for Employers of Public Health 
Nurses.” This was prepared by a com- 
mittee of both board members and ad- 
ministrative staffs of voluntary and 


official agencies, staff of the League, 
and Charles Frasher, personnel con- 
sultant, American Public Health Asso- 
ciation. 

The guide discusses and suggests gen- 
eral principles with respect to every 
aspect of personnel administration in 
the field of nursing. For example, as 
to salaries it does not recommend what 
minimum, maximum, or median salaries 
should be in any given instance but 
rather indicates the determining factors 
in setting salaries. These are responsi- 
bilities of the position, preparation and 
experience needed to carry out the 
assignments, salaries paid to persons in 
positions requiring similar education 
and training, cost of living, and recom- 
mendations of the relevant State Nurses 
Association. 

Department of Public Health Nurs- 
ing, National League for Nursing, 2 
Park Avenue, New York 16. $1.50. 


Dental Hygienist Manpower 


The eighth in the Public Health 
Service Series of Health Manpower 
Source Book deals with dental hygien- 
ists. It is based on a study designed 
to “provide for the first time an authen- 
tic body of information on the number 
and location of dental hygienists, char- 
acteristics and patterns of employment 
and the number of hygienists tempo- 
varily or permanently retired from the 
profession, as an objective basis for 
planning to meet the nation’s need for 
this type of service.” The American 
Dental Hygienists Association collected 
the facts by questionnaire; the analysis 
of data and preparation of the report 
were the responsibility of the Service. 

About 14,000 reported dental hygi- 
enists received questionnaires. About 
8,500 were licensed to practice. About 
6,900 returned the questionnaire—prac- 
tically a 50 per cent return. 

There is here a wealth of detail both 
for the manpower planner and for the 
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young person considering a dental hygi- 
enist career. There is also a detailed 
history of the 40-year growth of the 
dental hygienist profession. One could 
wish, however, for somewhat more ex- 
tensive summary and interpretation of 
the detailed material. 

Currently, as represented by 1954, 
about 900 dental hygienists are being 
graduated annually by the 34 schools 
training dental hygienists. More than 
half of the 6,900 returning question- 
naires were not practicing, about 85 
per cent of whom were neither employed 
nor seeking work, largely because of 
family responsibilities. Ten per cent 
were in positions outside their profes- 
sion and 5 per cent were actively seek- 
ing employment as dental hygienists. 

The earlier manpower source books 
have related to physicians, nursing per- 
sonnel, medical social workers, medical 
record librarians, and dentists. Two 
others, respectively, report state and 
county data on 16 health occupations 
and industry and occupation for the 
same groups. 


Wayne County Salary Plan 


The Civil Service Commission has 
published the “Official Salary Plan for 
Wayne County, Michigan” as it was in 
effect on March 18, 1957. Minimum 
salary, intermediate salary steps, and 
maximum salary are shown for hun- 
dreds of class titles, among them public 
health director and assistant director, 
public health physician, three grades of 
public health engineers, four of public 
health nurses, two of public health edu- 
cators, and three of public health sani- 
tarians. Numerous other titles might 
apply to workers in public health 
departments. 

The plan of some 40 pages of listings 
is presumably available from the Wayne 
County Civil Service Commission, City- 
County Bldg., Detroit. No information 
as to cost. 


\ 
7 
- 
ye 


Credit Lines 


The Journal cannot furnish copies of items mentioned in Credit Lines. Please 


send requests to the addresses given. 


Seeing a Situation's Opportunities 


In the current emphasis on influenza 
control activities, the Equitable Life 
Assurance Society’s Medical Department 
sees an opportunity for wider teaching 
about health matters. With full con- 
fidence that the Public Health Service, 
state and local official and voluntary 
health agencies, and the professional 
societies are doing the job of educating 
the public about the possible “flu” 
epidemic and the vaccine situation, the 
Equitable believes this is the time to 
capitalize on public interest in health. 

Hence the Medical Department is 
offering, particularly to health admin- 
istrators and health educators, “mate- 
rials to back up influenza control activi- 
ties.” This is a “teachable moment,” 
says the offer, “not only in terms of 
vaccination and communicable disease 
control, but also with respect to basic 
individual and family responsibility for 
health behavior.” 

With a self-mailer request form easily 
filled out the five “Assurance of a Fuller 
Life,” Booklets and Leaflets (A.J.P.H. 
47:7, p. 879) are described and illus- 
trated. These are backed up by 25 
medical department posters related to 
the “Fuller Life” subjects. There is 
also a unit on Nursing and First Aid 
consisting of a book, leaflet, and poster. 

In addition, a set of suggested feature 
releases is provided. Their subjects are 
“The Food You Eat Becomes You,” 
“Preparing the Home,” (particularly in 
relation to unexpected illness), “The 
Rest Is Up to You,” “Good Home Man- 
agement Eases Illness,” and “Home 
Care for the Sick.” There is much here 
that is applicable to a “flu” epidemic 
if it comes, but whether it comes or 


not, the renewed public interest is being 
exploited for better all-round health 
education. 


The Family and the Mental Patient 


A booklet prepared by the New York 
State Department of Mental Hygiene 
might well stimulate a similar publica- 
tion in other state departments of men- 
tal hygiene or mental hygiene divisions 
of state health departments. “Give 
Them Your Hand” explains what hap- 
pens to the patient in the mental hospi- 
tal and the role of the relative in his 
treatment and recovery. Necessary 
rules and regulations and their reasons 
are explained. The theme is that “the 
hospital and the family must work to- 
gether to make the patient well.” 

A copy of the booklet is given to 
relatives of newly admitted patients. 
New York State Department of Mental 
Hygiene, Albany. No information on 
out-of-state distribution. 


Intercounty Community Problems 


Not too long ago dealing with many 
problems on a village basis was “horse 
and buggy.” Now there are many signs 
that single city or single county solu- 
tions may also soon be “horse and 
buggy.” At any rate six counties in 
Michigan, centering around Detroit and 
bordering three of the Great Lakes, 
have organized a Supervisors Inter- 
County Committee. These counties in- 
clude 52 per cent of the state’s popula- 
tion, have 58 per cent of the state’s 
assessed valuation, and 44 per cent of 
the members of the state legislature. 

This committee has recently issued a 
pamphlet—“How Six Michigan Coun- 
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ties Are Solving Common Problems.” It 
is a report about the “cooperation on the 
part of the six counties” . . . “an action 
outline of a system, already in existence, 
by which all of us can successfully tackle 
area-wide problems while preserving— 
even strengthening—iocal governments.” 

Among the problems with which the 
committee is dealing and about which 
it makes recommendations to the sepa- 
rate county supervisors are the traffic 
problems of the area, recreation, port 
facilities, sewage and waste disposal, and 
water supply. 

The pamphlet has a ring binding de- 
signed for additions so that it may be 
used as a progress report and continu- 
ing reference book. It was published 
in the public interest by the Area De- 
velopment Division of the Detroit Edi- 
son Company, from which it is presum- 
ably available. Detroit 26. 


Occasional Tension Is Normal, But— 


“How to Deal With Your Tensions” 
is intended to put worry and tension 
in its proper place. An occasional bout 
is normal and may even be salutary. 
The time to look for possible coming 
mental illness and seek professional 
help is when emotional upsets become 
frequent, intense, and long-lasting. 

The booklet was prepared by George 
S. Stevenson, M.D., medical consultant, 
and Harry Milt, public information di- 
rector, National Association for Mental 
Health, as a part of a year-round cam- 
paign of public information sponsored 
by the Advertising Council in behalf of 
NAMH. Cards, offering free copies, 
have been placed in street car, bus, and 
subway, by national transportation ad- 
vertising agencies as a public service. 
The booklet carries the endorsement of 
Robert H. Felix, M.D., director of the 
National Institute of Mental Health. 

National Association for Mental 
Health, 10 Columbus Circle, New York 
19. Single copies presumably free. 
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Disney Safety Series 


The last three of five Walt Disney 
safety education films have recently 
been released. The series stars Pinoc- 
chio’s famed conscience, Jiminy Cricket. 
They are in animated color, 16 mm, 
running eight minutes. Jiminy Cricket 
sings and dances as he conducts a safety 
contest in each film, pointing out mean- 
while proper procedures for pedestrians, 
swimmers, and anyone just “having 
fun.” 

The titles of the five are “I’m No Fool 
With a Bicycle,” “I’m No Fool With 
Fire,” “I’m No Fool as a Pedestrian,” 
“I’m No Fool in Water,” and “I’m No 
Fool Having Fun.” The last three are 
the latest to appear. 

Rental or lease/purchase information 
from Walt Disney Productions, 16 mm 
Division, Burbank, Calif. 


40 Year Industrial Health Research 


In 1914 the Industrial Hygiene, now 
the Occupational Health, Section of the 
American Public Health Association 
was established. The same year the 
Public Health Service established the 
Office of Industrial Hygiene and Sanita- 
tion and soon after began its research 
program in occupational health which 
has continued to the present day. 

To summarize—and perhaps celebrate 
—these “40 years of service,” “The Pub- 
lic Health Service in Occupational 
Health” was published and distributed 
early in 1957. In that period studies 
have been made of chest diseases in 
mining, granite, cement, and textile in- 
dustries; lead poisoning in various in- 
dustries, radium poisoning in the watch 
industry; pneumonia in the steel in- 
dustry; lung cancer in the chromate 
producing industry; industrial fatigue, 
illumination, noise, and the industrial 
dermatoses. But the program has ex- 
panded beyond research into promo- 
tion of preventive health services in in- 
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dustry and training and consultation 
services. 

By way of emphasizing the changing 
nature of its services a study of health 
hazards in uranium mining currently 
under way is described to illustrate the 
clinical-engineering approach to job- 
related health programs. 

The 16-page booklet, PHS Publica- 
tion No. 490, is available from the 
Government Printing Office, Washing- 
ton 25, D. C.; 20 cents. 


Atmospheric Pollution and Health 


Publication of “Annotated Bibliog- 
raphy, The Effects of Atmospheric Pol- 
lution on the Health of Man, 1957” 
will help in arriving at a clear under- 
standing of the relationship of general 
atmospheric pollution to the health of 
man. Such an understanding is still 
lacking in spite of many efforts to estab- 
lish the exact relationship. Prepared 
by the Kettering Laboratory of the De- 
partment of Preventive Medicine and 
Industrial Health, University of Cincin- 
nati College of Medicine, almost 800 
articles are presented in more than ab- 
stract form. In most cases original 
publications were consulted. An au- 
thor and subject index are cross- 
referenced with the annotations. John 
J. Phair, M.D., professor of preventive 
medicine, University of Cincinnati 
School of Medicine, was responsible for 
the over-all preparation of the report. 
He is also chairman of the APHA Sub- 
committee on Health Aspects of Air 
Pollution which assisted in the project. 
A limited number of copies available 
free of charge from the Kettering Labo- 
ratory, Cincinnati, Ohio 


Medical Society and Public Health 


“The County Health Department” is 
an attractively put together pamphlet 
by the Educational and Scientific Trust 
of the Pennsylvania State Medical So- 
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ciety. It is made up of four basic 
articles on the county health depart- 
ment in Pennsylvania, which are be- 
lieved “to be of value to any organiza- 
tion involved in either a survey of 
existing facilities in their county or one 
that is involved in an educational cam- 
paign aiming toward the establishment 
of a county health department.” Their 
relevance is not limited to Pennsylvania. 

The four articles first appeared in the 
Pennsylvania Medical Journal. The 
Educational and Scientific Trust is the 
Society’s mechanism for supervising 
and administering educational and sci- 
entific projects in the field of medicine. 
Currently it is concentrating on public 
health with “its first project policy the 
encouragement of the medical profes- 
sion in this modern public health con- 
cept” (the county health department). 

The Pennsylvania Medical Society, 
particularly its Committee on Preven- 
tive Medicine and Public Health— 
Pascal Luchessi, M.D., chairman—has 
been active in the revitalization of the 
state’s public health practice and facili- 
ties. The Keystone study of 1948, the new 
public health law of 1951, the employ- 
ment of a trained medical health officer 
to head the State Health Department and 
the application of the Merit System in 
employing its personnel, the organiza- 
tion of four county health departments, 
surveys and other activities looking 
toward departments in numerous other 
counties—in all of these the Medical 
Societies have had a vital and continu- 
ing part. 

The Educational and Scientific Trust, 
Pennsylvania Medical Society, 230 State 
Street, Harrisburg. Free. 


Bingham Program Briefly Described 


A brief, clear description of the Bing- 
ham Associates Fund program is found 
in the October 1 issue of Pfizer’s bi- 
monthly Spectrum. This is the program 
by which 46 towns between the top of 


Maine and Nantucket Island are linked 
together in a regional hospital plan. 
Through this program persons living as 
far away as 300-400 miles from the 
nearest university medical center enjoy 
educational, consultant, and diagnostic 
services of metropolitan medicine. 

From the key units in the program— 
Boston’s New England Medical Center, 
the Tufts School of Medicine, and the 
now quarter-of-a-century-old Bingham 
Associates—is a constant two-way flow 
of medical traffic; in one direction rural 
doctors for courses and conferences, re- 
ferral patients with difficult problems 
for diagnosis or surgery, paramedical 
employees for special training; in the 
other, lectures, consultants, reports. 

In one page of “tight” writing and 
three pages of illustrations is achieved 
a well rounded background and history 
of the program that gives “the potato, 
pea, poultry, pulp-wood and paper 
people of Aroostook County the advan- 
tages of ‘big-city medicine.” Pfizer 
Spectrum, Pfizer Laboratories, 630 
Flushing Avenue, Brooklyn 6, N. Y. 


A New Magazine for Physicians 


MD, Medical News Magazine, began 
monthly publication in January, 1957, 
“to satisfy the physician’s curiosity 
about the vast, rich tapestry of medi- 
cine and of life.” It is divided into 
three sections, “World of Medicine,” 
“Medicine in the World,” and “Medi- 
cine in the Arts.” Felix Marti-Ibanez, 
M.D., is the editor-in-chief, publisher is 
MD Publications, Inc., 30 East 60th 
St.. New York. Free to practicing 
physicians; $7.50 annually to others. 


Metropolitan's New Pamphlets 


“Food for the Family,” “Ways to 
Teach Nutrition in Industry” and “For 
a Prettier, Peppier You,” are among 
Metropolitan’s 1957 nutrition education 
materials. The first is told in imagined 
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family situations that sound as though 
they might have happened; the second 
is designed for doctors and nurses in 
industry and includes a list of other 
material available; the third uses the 
teenage miss’s concern with her looks to 
drive home some basic food facts. 

Also available is a new list of publi- 
cations on health and safety available 
from the Health and Welfare Division, 
Metropolitan Life Insurance Company, 


One Madison Avenue, New York 10. 


Worth Acquiring 
“Dental Health for Pre-School Chil- 


dren” is a simple leaflet in color giving 
the parents the facts about the care of 
children’s first and permanent teeth. 
The elements of care are tooth brush- 
ing, food, fluoridation, and regular 
visits to the dentist, the first of which 
should be shortly after all the first teeth 
have erupted. State Board of Health, 
Madison 2, Wis. 


“By Easy Stages” is a brief guide 
for annual reporting by health associa- 
tions. Prepared by the State Charities 
Aid Association of New York it has 
reportedly had some rather enthusiastic 
responses. Among the enthusiasts is the 
National Publicity Council for Health 
and Welfare which has included the 
guide in its September packet of illus- 
trative material sent to its members. 

What an annual report should do, de- 
scription of the eight stages ending in 
distribution, and a suggested form for 
the financial statement are included. A 
cover in color with humorous pencil 
drawings provides the only leit-motif. 
State Charities Aid Association of New 
York, 105 E. 22nd St., New York 10. 


Free. 


“Heedless Horsepower” is the 1957 
Book of Street and Highway Accident 
Data, representing the contribution of 
the Travelers Insurance Companies to 
automobile accident prevention educa- 
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tion. As has come to be the pattern 
the stark figures are sauced with grimly 
funny cartoons. That the driver and 
his attitude rather than the car are key 
factors is indicated by the fact that 97 
per cent of the cars involved in acci- 
dents—fatal or nonfatal—were in ap- 
parently good condition and that the 
drivers involved had had a year or more 
of driving experience. 

This booklet which describes “heed- 
less horsepower” as “the chronic dis- 
ease of the automobile age” should be 
widely used in highway accident pre- 
vention programs and as footnotes to 
high school driving courses. The Trav- 
elers Insurance Companies, Hartford, 
Conn. 


“Advisory and Coordinating Mecha- 
nisms for Federal Research and De- 
velopment, 1956-1957” details the entire 
picture of the “public-interest safe- 
guards” that are built into federally 
supported programs of research and de- 
velopment. Listed for every federal de- 
partment or agency are the advisory 
panels, committees, or consultant 
groups, which “insure that research 
programs are adequately coordinated 
and balanced, and conceived in the light 
of the best available technical judg- 
ments.” 

Government Printing Office, Wash- 
ington 25, D. C. No information as to 
cost. 


Annual Reports 


Public Health Federation, 1956, is 
the 39th annual report of the Health 
Division of the Cincinnati Community 
Health and Welfare Council and the 
first report of the new executive secre- 
tary, Gertrude Morris. In a convenient 
ring binder, it is essentially the reports 
of the 15 divisional councils that make 
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up the Federation. During 1956 the 
Child Hygiene Council was dissolved 
to become a part of the Children’s 
Federation organized with a number of 
other organizations under the Commu- 
nity Health and Welfare Council. 

A study of Hamilton County’s Nurs- 
ing Service has resulted in making nurs- 
ing service available throughout the 
county. Other steps are being taken to 
make such service adequate and to ex- 
tend it across the river to Kentucky. 

The report says that “1956 may be 
looked upon as a fact finding year,” 
whereas 1957 “may be the year for 
follow up of study recommendations 
and continuing progress toward reach- 
ing goals.” 


“The Turning Point” is the 1956 an- 
nual report of the National Association 
for Mental Health which describes it- 
self as the “only national citizens’ or- 
ganization devoted exclusively to the 
total fight against mental illness.” The 
“turning point” refers to the turndown 
in the number of mental hospital resi- 
dent patients in 1956, a development 
foreshadowed by the much slowed down 
increase in the number in 1955. 

The factors back of this turndown 
are analyzed—new treatments, “more 
treatment for more persons,” the work 
of the Joint Commission on Mental IIl- 
ness and Health, new knowledge, and 
the new ally in the Advertising Council 
which has helped to shape new attitudes 
about mental illness. 

NAMH ended 1956 with 550 state 
and local affiliate associations, 10 per 
cent of which were newly organized dur- 
ing the year. Of the more than three- 
quarters of a million dollars expended 
during the year, 16 per cent was de- 
voted to research and study. 

National Association for Mental 
Health, 10 Columbus Circle, New York 
19. 


Books and Reports 


All reviews are prepared on invitation. Unsolicited reviews cannot be accepted. 


Dairy Microbiology—By Edwin M. 
Foster; F. Eugene Nelson; Marvin L. 
Speck; Raymond N. Doetsch; and 
Joseph C. Olson, Jr. Englewood 
Cliffs, N. J.: Prentice-Hall, 1957. 492 
pp. Price, $7.50 text, $10.00 trade. 
This well rounded book brings to- 

gether a wealth of information on the 
microorganisms found in dairy products 
—their classification and physiological 
groupings, methods of destroying or pre- 
venting growth of harmful and undesir- 
able types, and methods of stimulating 
growth and activity of microorganisms 
essential in the manufacture of fer- 
mented dairy products and cheeses. In 
the words of the authors: “It is an in- 
terpretative work, one that stresses the 
broad generalizations that can be drawn 
from information in the literature.” 

Although no chapter of the book is 
devoted solely to diseases transmitted 
by milk and dairy products, the authors 
have developed this phase of the subject 
throughout the book in appropriate lo- 
cations. By means of concise reviews 
of several diseases that have been as- 
sociated with milk, effective methods of 
preventing transmission of the causative 
agent have been described. 

Fundamental principles of the time- 
temperature relationships in the destruc- 
tion of microorganisms by heat and the 
practical applications in pasteurization 
processes have been clearly and logi- 
cally developed in the chapter on “De- 
struction of Microorganisms” and in the 
one on “Ice Cream and Related Frozen 
Products.” Some of the regulatory as- 
pects have been discussed in other 
locations. 

Sources of contamination of milk 
from the moment the milk is secreted 
in the udder through the various stages 
of processing to the final product in 


the package are discussed in order to 
emphasize the basic principles of good 
sanitation in milk production and proc- 
essing. Those concerned with sanitary 
quality control of milk will find that this 
volume brings together in convenient 
form interpretative information which 
has been widely scattered. 

The excellent photographs, diagrams, 
flow sheets, graphs, and tabular material 
contribute much to the clarity and inter- 
est of the various presentations. Sani- 
tarians, laboratorians, industry field 
men, plant operators, and others charged 
with the responsibility of providing the 
public with safe, wholesome dairy prod- 
ucts will find a study of this volume 
both stimulating and rewarding. 

Rosert P. Myers 


The Freezing Preservation of 
Foods. Volume 1—Freezing of 
Fresh Foods—By Donald K. Tress- 
ler and Clifford F. Evers (3rd ed.). 
Westport, Conn: Avi Publishing Co. 
(7 Taylor Place), 1957. 1240 pp. 
Price, $18.00. 

This is an extensively revised and 
enlarged edition of a basic reference 
text covering in detail the historical 
background and technical aspects of 
food preservation by freezing. Rapid 
expansion of the frozen food industry 
since the publication of the second edi- 
tion in 1946 has necessitated the issu- 
ance of this new edition in two volumes. 
The first volume is devoted to the freez- 
ing of fruits, vegetables, and juices. 
The second volume (to be published 
in June) will be concerned exclusively 
with the freezing of prepared or cooked 
foods. 

This is primarily a reference text for 
use principally by persons associated 
with the food industry. The two authors 
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have had wide experience, and have 
been aided by over 100 collaborators 
who are specialists in the various phases 
of the subject to which they have con- 
tributed. Among the completely new 
chapters in this edition are those on 
vacuum concentration and freezing of 
fruit juice concentrates, dehydrofreezing 
of fruits and vegetables, the preparation 
and freezing of game. Chapters which 
have been rewritten or greatly expanded 
are those on frozen food retail cabinets, 
plant sanitation, home freezing, and 
storage equipment. Transportation, 
storage, and marketing of frozen foods 
are discussed in detail. The chapter on 
nutritive values of frozen foods has been 
substantially enlarged by the inclusion 
of recent findings of a comprehensive 
program sponsored by the National As- 
sociation of Frozen Food Packers. 
Bibliographies included in each chap- 
ter are extensive and have been brought 
up to date. Numerous charts and tables 
contribute to the usefulness of the book. 
K. G. DyksTRA 


The Municipal Year Book, 1957— 
Edited by Orin F. Nolting and David 
S. Arnold. Chicago, IIl.: Interna- 
tional City Managers’ Association 
(1313 East 60th St.), 1957. 581 pp. 
Price, $10.00. 

It is appropriate that public health 
workers generally should be reminded 
of this 24th volume in the series of the 
Municipal Year Book covering 1957. 
This series is well known to profes- 
sionals in public health including, as it 
does, much factual information about 
governmental units, municipal person- 
nel, municipal finance, municipal activi- 
ties, and directories of officials. 

Of particular interest in our field are 
the digests of the developments in pub- 
lic welfare, housing and redevelopment, 
planning and zoning, schools and educa- 
tion, etc. The chapter on public health 
is again written by Roscoe P. Kandle, 
M.D., deputy commissioner of health, 


New York City Department of Health, 
and is excellent. 

It is well to recognize the changes 
that have taken place in the finances of 
cities over 25,000 population from 1942 
to 1955. The expenditures for health 
and hospitals during this period have 
increased from $156 million to $546 
million. This category is higher than 
the expenditures for fire departments and 
only slightly lower than that for police 
and highways and sanitation. 

This is a recommended volume. 

RecinaLtp M. ATWATER 


Baffling Eyes of Youth—By John K. 
Donahue. New York: Association 
Press (291 Broadway), 1957. 249 
pp. Price, $3.50. 

This small volume, which received an 
award as a Leadership Book in the As- 
sociation Press Contest, gives a first- 
hand, vivid description of experiences 
with several boys who were members of 
gangs in St. Paul. The author, the 
chief probation officer in one of the 
counties in St. Paul, worked with these 
boys through their recreational activi- 
ties and recorded the actual experiences 
of each individual boy and his involve- 
ment with the gang. The early his- 
tories date back to the 1930’s and follow 
the boys through World War II. Mr. 
Donahue recognized that the basic needs 
of these boys were “something to do, 
something to love, and something to 
hope for.” The methods used are sug- 
gestive for work with delinquents today 
and are being applied in many areas. 

Mr. Donahue describes how he gained 
the confidence of the boys and helped 
them to greater social maturity. He 
illustrates the frequent regression in be- 
havior which was inevitable if these 
boys were to progress. Effective use 
was made of community resources to 
help them with their varied problems. 
The biography of gang life reads like 
a story as it unravels the histories of 
the individuals. Professional under- 


standing, imagination, patience, and 
skill are clearly portrayed, and beyond 
these the author’s conviction in the po- 
tentialities of some of these boys for 
ultimate rehabilitation. 

This is a vivid presentation of the 
culture of gangs and suggests useful 
methods for community agencies which 
are attempting to help adolescents in 
their struggles to adjust in an adult 
society. EvizaBeTu P. Rice 


Williams-Waterman Fund for the 
Combat of Dietary Diseases. A 
History of the Period 1935 
through 1955—By Robert R. Wil- 
liams. New York: Research Corpo- 
ration (405 Lexington Ave.), 1956. 
120 pp. 

In this history of the first 16 years 
of active operation of the Williams- 
Waterman Fund, the retiring chairman 
of the Fund summarizes the work under- 
taken and discusses the relationship of 
the program to some of the major nutri- 
tional problems of the world. 

The opening chapter describes the 
formation of the Fund, which was estab- 
lished by an agreement between the 
three inventors of the commercial syn- 
thesis of thiamine, Robert R. Williams, 
Robert E. Waterman, and Edwin R. 
Buchman, and the Research Corporation. 

An account of the research which 
provided a basis for the Fund follows. 
The author traces the course of his work 
on thiamine, begun in Manila in 1910 
and continued later in Washington, 
D. C., New Jersey, and New York. 
Working in their spare time, and for 
many years without adequate facilities, 
Dr. Williams and his associates isolated 
the vitamin in 1933. Their method for 
commercial synthesis of thiamine, de- 
veloped by June, 1936, was patented in 
1942. 

The following three chapters refer to 
some major projects supported, prob- 
lems encountered in putting the product 
of the thiamine research to work for 
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public benefit, and factors affecting the 
modification of food habits. 

The last two chapters review the 
status of enrichment, some economic, 
social, and political factors affecting the 
application of enrichment in other con- 
tinents, and the world problem of the 
most prevalent form of protein malnutri- 
tion, kwashiorkor. 

Lists of grants for 1940-1956 and 
of the names of grantees and co-workers 
follow the main text. 

This volume should be of particular 
value to those interested in the adminis- 
tration of research and educational pro- 
grams, and of general interest with 
respect to dietary problems past, present. 
and future. Horace L. SippLe 


Radiological Health Handbook— 
Compiled and edited by Simon Kins- 
man assisted by F. D. Anderson; 
R. S. Cleveland; B. L. Harless; and 
C. F. Henke. U. S. Department of 
Health, Education and Welfare, Pub- 
lic Health Service, Bureau of State 
Services, Division of Sanitary En- 
gineering Services, Robert A. Taft 
Sanitary Engineering Center, Cincin- 
nati, Ohio. Washington, D. C.: Dept. 
of Commerce, Office of Technical 
Services, 1957. 355 pp. Price, $3.75. 
A comparison of the enlarged latest 

issue of this well known and widely use- 

ful handbook with the smaller earlier 
editions starting in 1951 strikingly in- 
dicates the accelerating impact of the 
radiological sciences upon public health 
practice and research. The volume in 
its latest form consists of 355 pages of 
definitions, mathematical and physical 
tables, graphs, and nomograms care- 
fully organized and indexed. The main 
subdivisions of the book include: Glos- 
sary; Physical, Chemical, and Mathe- 
matical Data; Radioisotope Decay and 
Radioassay Data; Radiation Protection 
Data; and Table of Isotopes. The last 


item constitutes a complete compilation 
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of the most recent data of Hollander, 
Perlman, and Seaborg of the Radiation 
Laboratory of the University of Cali- 
fornia pertaining to salient properties of 
all known radioactive and stable isotopes 
of the elements. Access to this table in 
the convenient form presented is a sine 
qua non for research and other investi- 
gation in the field of radiological health. 

The reviewer was especially impressed 
by the extended and improved glossary 
of terms used in the radiation sciences. 
This introduction to the technical lan- 
guage will be invaluable to the public 
health worker who is turning from con- 
ventional areas to investigation in the 
newer fields that are opening as the 
atomic age progresses. Other notable 
improvements and extended develop- 
ments are to be found in the sections 
on Standard Man and his attributes, on 
the maximum permissible concentrations 
of radioisotopes in the body, air, and 
water, and in the useful collection of 
conversion factors for dimensional 
quantities. 

Scientists, engineers, and administra- 
tors in the state and federal agencies, 
universities, industries, and local au- 
thorities will agree that much credit is 
due to Dr. Kinsman and his colleagues 
at the Taft Center and to James G. 
Terrill, Jr., chief of the Radiological 
Health Program of the PHS, and mem- 
bers of his staff in Washington for the 
success of their efforts in collecting and 
organizing the vast amount of informa- 
tion between the covers of this hand- 
book. Undoubtedly, the demand for the 
new edition will continue to be as great 
as it has for past editions. 

Harotp A. Tuomas, Jr. 


Medical Officers of Health: 1848 to 
1855. An Essay in Local History 
—By C. Fraser Brockington. London: 
Hodgetts Ltd. (72/78 Fleet St.) , 1957. 
51 pp. Price, 10s or $1.50. 

One of the major achievements of the 
sanitary reform movement in 19th cen- 
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tury England was the creation of the 
medical officer of health. The example 
set by Liverpool with the appointment 
of W. H. Duncan in 1847 was followed 
by the City of London in 1848 when it 
appointed John Simon to a similar post. 
Between 1848 and 1855 a number of 
physicians were appointed to similar 
positions in other communities. Few 
people have known much about these 
doctors, and Dr. Brockington’s little 
book throws light on these men and 
their activities. Anyone who wants to 
know what it was like to be a health 
officer a hundred years ago can do no 
better than to turn to this study. In 
addition to a discussion of the Local 
Boards of Health and the health officers, 
the book contains a report on the sani- 
tary condition of Darlington in 1851 by 
Dr. S. E. Piper, the M.O.H., as well as 
several appendixes giving the duties of 
health officers, the dates of constitution 
of local boards of health, and a list of 
medical officers of health with biograph- 
ical details. This book should be avail- 
able in every school of public health. 
GrorcE Rosen 


Medical Progress 1957. A Review 


of Medical Advances During 

1956—Edited by Morris Fishbein. 

New York: McGraw-Hill, Blakiston 

Division (330 West 42nd St.), 1957. 

367 pp. Price, $6.00. 

How can the public health physician 
keep reasonably abreast of the ex- 
traordinary developments in the entire 
field of medicine while he is practicing 
his specialty of public health? This 
volume provides one of the answers. 
The editor considers the year 1956 to 
have been marked by two specially out- 
standing developments, namely, the new 
uses of the tranquilizing drugs and a 
fresh approach to many conditions 
through the biochemistry of the cell. 

This is the sixth volume in the an- 
nual series and as was the case in its 
predecessors covers the principal areas 


of medical and surgical practice. There 
are well known names among the con- 
tributors, including Morris Fishbein in 
medicine, Elliott P. Joslin in diabetes, 
and Fredrick J. Stare in nutrition. This 
is not a textbook of medicine but it is 
a successful effort within its declared 
purpose. RecinaLD M. ATWATER 


Meat Hygiene—By V. E. Albertsen, et 
al. World Health Organization Mon- 
ograph Series No. 33. New York: 
Columbia University Press (2960 
Broadway), 1957. 
$10.00. 

This monograph is a compilation of 
the experience and knowledge of the 
leaders in the field of meat hygiene 
throughout the world. It deals with 
practical health problems and covers 
ante-mortem and post-mortem aspects 
of the meat industry. There is informa- 
tion relative to the training of meat 
inspectors which should be most useful 
to administrators of veterinary public 
health and associated programs involv- 
ing meat inspection practices. Current 
meat hygiene practices of European 
countries are discussed and special 
problems with respect to the tropics are 
brought to the fore. 

The monograph points out that the 
farmer has a part in providing the con- 
sumer with safe and wholesome meat. 
This is the case with regard to diseases, 
such as trichinosis and beef tapeworm, 
which are transmissible to human be- 
ings. These parasites are most readily 
controlled by proper feeding and con- 
trol measures at the farm level. 

Of particular importance is the chap- 
ter devoted to the epidemiology of meat- 
borne diseases by Dr. C. E. Dolman. It 
serves as an introduction for the entire 
monograph. This chapter raises many 
points of significance, such as the need 
for data from physicians to meat inspec- 
tion authorities with respect to the 27 
million world cases of trichinosis, 39 
million world cases of beef tapeworm, 


527 pp. Price, 
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and three million cases of pork tape- 
worm among numerous other meat- 
borne infections. 

The volume contains detailed annexes 
covering laboratory technics, meat 
hygiene regulations, and design of abat- 
toirs. The monograph is a rich collec- 
tion of data which can lead to a valu- 
able evolutionary change of meat 
inspection practices in many areas of 
the world, including the United States. 
The reviewer recommends its usefulness 
for medical health officers, veterinary 
public health personnel, meat hygien- 
ists, epidemiologists, sanitarians, and 
students. Oscar SusSMAN 


Governmental Problems in the Chi- 
cago Metropolitan Area—Edited 
by Leverett S. Lyon. Chicago, IIL: 
University of Chicago Press (5750 
Ellis Ave.), 1957. 283 pp. Price, 
$8.00. 

Development of normal governmental 
services and facilities of almost any 
large city in the United States goes be- 
yond the jurisdictional limitations of 
the city. The metropolitan area of 
Chicago is an example of the interrela- 
tionships existing in governmental ac- 
tivities between a large central city 
and adjacent satellite areas. When con- 
sidering the provision of additional 
refuse disposal services, instituting new 
public welfare programs, considering 
public responsibility in the field of medi- 
cal care, or providing for issues in 
metropolitan area fire protection, ques- 
tions arise as to the most efficient means 
for accomplishing the desired ends. Can 
government arrangements, particularly 
those which would broaden the area of 
jurisdiction beyond that now held by 
any local entity, provide services more 
economically and efficiently ? 

The Northeastern Illinois Metropoli- 
tan Area Local Governmental Services 
Commission, created by the Illinois Leg- 
islature in 1955, was organized to study 
the Chicago metropolitan area and at- 


ay 
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tempt to provide an answer to the ques- 
tion mentioned previously. A series of 
monographs, each prepared by one or 
more experts in a particular area of 
concern, comprises the volume. Each 
monograph or chapter attempts (1) to 
analyze the significant national condi- 
tions to which the governmental prob- 
lems of the northeastern Illinois metro- 
politan area are related, (2) to depict 
in general terms Chicago Metropolitan 
Area problems, and (3) to present an 
analysis in area terms of a range of 
governmental services. The major con- 
cerns of any local governmental area are 
considered. These go from a general 
discussion of the metropolitan area 
problem to surface drainage, school 
buildings and educational problems, pub- 
lic health, police and fire, as well as 
revenue problems. Included in the 
group of experts called upon to prepare 
chapters are strong representatives of 
public health. We see such names as 
Louis R. Howson, Samuel A. Greeley, 
Howard J. Shaughnessy, and Alexander 
Ropchan. Victor Jones discusses “What 
Certain Other Metropolitan Areas Have 
Done.” 

The basic study is not new. How- 
ever, the approach is new. Valuable 
information concerning the present met- 
ropolitan Chicago area facilities and 
needs are presented. Imaginative esti- 
mates are made of future needs and 
methods for meeting them. Excellent 
illustrative material is included in the 
report. The photography is of a high 
quality. Francis B. ELDER 


BCG Vaccination Against Tuber- 
culosis—By Sol Roy Rosenthal. 
Boston, Mass.: Little, Brown (34 
Beacon St.), 1957. 389 pp. Price, 
$7.50. 

This book by the director of the In- 
stitute for Tuberculosis Research of the 
University of Illinois and the chief 
proponent of BCG vaccination in the 
United States is a quite complete and 


AMERICAN JOURNAL OF PUBLIC HEALTH 


almost unbiased review of the subject. 
The contributions by Dr. Guerin on the 
early history of BCG, by Weil-Hallé on 
oral vaccination, and by Wallgren on 
intradermal vaccination add greatly to 
the interest, balance, and value of the 
whole. The learned, detailed, and some- 
times repetitious discussion of techni- 
cal matters in chapters IV through XVII 
should be required reading for all who 
venture to attack this method of pro- 
tecting heavily exposed segments of the 
world population and will be useful to 
all those who use BCG. The chapters 
on immunity, other vaccines, and his- 
tory will be of special interest to 
phthisiologists and bacteriologists. The 
final chapter upon the place of BCG 
vaccination in tuberculosis control is an 
excellent summary of the present situa- 
tion in this field of public health and 
should be read by all health officers and 
other physicians responsible for such 
control. For those with such responsi- 
bilities and for libraries in medical 
schools, health departments, and tuber- 
culosis associations this book is espe- 
cially recommended. 
Jutius L. Witson 


Getting Ready for Parenthood—By 


Mario A. Castallo. New York: 
Macmillan (60 Fifth Ave.), 1957. 
192 pp. Price, $3.95. 

This volume has two characteristics 
which set it in a somewhat different 
framework from most of the books 
written by physicians for expectant 
parents. The first of these is that there 
is a positive mental health approach. 
Dr. Castallo keeps this in mind during 
pregnancy, labor and delivery, and after 
the parents bring the baby home from 
the hospital. He not only discusses the 
physiologic, but the psychologic adjust- 
ments as well. The second departure is 
in Chapter 12 on “Natural Childbirth 
and Rooming-In.” The author called on 
Dr. Paul A. Bowers and Miss E. Pauline 
Shenk to write this chapter after their 


} 


experiences at Jefferson Hospital in 
Philadelphia since 1947. 

The basic concept for physiologic 
birth with psychologic support is based 
on the work of Jacobson and Read. 
However, there are adaptations of the 
Read technic that make it much more 
acceptable to those practicing obstetrics 
in the United States. 

It is good to see the doctor taking the 
husband as well as the wife into the 
obstetrical team. Furthermore, the im- 
portance of training the obstetrical 
nurses so that they can give sympathetic 
and understanding support is highly 
desirable. 

Three reasons given for rooming-in 
are: (1) “. . . a means of reducing 
contagious diseases in the central 
nursery; (2) “gives the new mother the 
experience in caring for her baby at the 
time she needs it most; and (3) “... 
the awareness in obstetrical thinking of 
the emotional needs of the child and his 
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parents... .”. Castallo says, “. . . the 
doctor is able to offer a more personal 
and individual type of care to his pa- 
tients. He gets to know the family as a 
unit...” 

We think it splendid that the multi- 
professional approach to peoples’ prob- 
lems is recognized in these words: 
“Most doctors today accept the thought 
that modern medical practice must of 
necessity be integrated into the total life 
picture and that advancement in the 
social sciences are quite as important to 
good medicine as those in the physical 
and biological sciences.” 

There are the usual good generaliza- 
tions about nutrition. Essential or 
“must” foods are clearly identified, and 
for those who need weight control there 
are five rules which should assist them. 

Division headings within chapters, 
cross-references to other sections, and a 
good index make the book attractive and 
useful. Davin B. TREAT 


Books Received 


Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 


Atomic Enercy anp AcricuLture. C. L. 
Comar. Washington, D. C.: American As- 
sociation for the Advancement of Science, 
1957. 460 pp. Price, $9.50 or $8.25 to 
AAAS Members. 

A Basy Is Born. The Picture Story of 
Everyman’s Beginning with Captions in 
English, French, and Spanish. New York: 
Maternity Center Association. 66 pp. 
Price, $6.00. 

BLoop PressuRE IN A PopuLaTion, THE. 
Johs.Boe, et al. Bergen, Norway: A. S. 
John Griegs Boktrykkeri, 1957. 336 pp. 

BuILpING AND EQuIPMENT SANITATION MAIN- 
TENANCE-PRINCIPLES AND Practices. J. 
Lloyd Barron and Albert J. Burner. New 
York: Association of American Soap & 
Glycerine Producers, 1957. 61 pp. Price, 
$.75. 


CuemicaL ANTHROPOLOGY. Icie G. Macy and 
Harriet J. Kelly. Chicago, Ill.: University 
of Chicago Press, 1957. 149 pp. Price, 
$3.75. 

CrtapeL, Market AND ALTAR. Spencer Heath. 
Elkridge, Md.: The Science of Society 
Foundation, 1957. 259 pp. Price, $6.00. 

CLassiFieD BIBLIOGRAPHY OF GERONTOLOGY 
AND Geriatrics, A. Supplement One— 
1949-1955. Nathan W. Shock. Stanford, 
Calif.: Stanford University Press, 1957. 525 
pp. Price, $15.00. 

Current Mepicat Researcu. A reprint of 
the articles in the Report of the Medical 
Research Council for the year 1955-1956. 
London, England: Her Majesty’s Stationery 
Office, 1957. 56 pp. Price, 2s.6d.Net. 

Decape oF Mepicat Researcu, A. 1947-1957. 
Los Angeles, Calif.: Los Angeles County 
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Tuberculosis and Health Association, 1957. 
114 pp. Limited Distribution. 

Eoucation oF Younc CHILDREN, THE. 
D. E. M. Gardner. New York: Philo- 
sophical Library, 1957. 118 pp. Price, 
$2.75. 

Epucators Guipe To Free (Ninth 
Annual Edition 1957). Randolph, Wis.: 
Educators Progress Service, 1957. 204 pp. 
Price, $5.00. 

ELeMeNTARY TEACHERS GuipE TO FREE Cur- 
RICULUM MarertAts (14th ed.). Randolph, 
Wis.: Educators Progress Service, 1957. 
319 pp. Price, $5.50. 

Faps AND FALLACIES IN THE NAME OF SCIENCE. 
Martin Gardner. New York: Dover Pub- 
lications, 1957. 363 pp. Price, $1.50. 

Financtnc HeattH Costs FOR THE AGED. 
Report on the New York State Conference, 
1956. Albany, N. Y.: Office of the Special 
Assistant, Problems of the Aging, 1956. 
242 pp. Price, $2.00. 

FREEZING PRESERVATION 
PrepareD Foops. Vol. II. 
Tressler and Clifford F. Evers. 
Conn.: Avi Publishing Co., 1957. 
Price, $10.00. 

From Witcucrart to Worip Heattu. S. 
Leff and Vera Leff. New York: Macmillan, 
1957. 236 pp. Price, $4.50. 

Functions AND EpucaTion OF MEpICAL 
Recorp Personnet, Tue. Antonio Ciocco, 
et al. Pittsburgh, Pa.: University of Pitts- 
burgh Press, 1957. 78 pp. Price, $2.00. 

Giossary OF TerMs IN NUCLEAR SCIENCE AND 
Tecunotocy, A. New York: American 
Society of Mechnical Engineers, 1957. 188 
pp. Price, $5.00. 

Herepo-RetinopaTHIA CONGENITALIS (Eng- 
lish Translation). A GeneticaL-STatistTI- 
cat Stupy. Carl Henry Alstrom and Olof 
Olson. Lund, Sweden: Berlingska Bok- 
tryckeriet, 1957. 178 pp. 

Hosprtat Patient Survey. Howard A. Rusk. 
New York: Goldwater Memorial Hospital, 
1956. 146 pp. 

Hospitats AND Pusiic HEALTH 


oF COOKED AND 
Donald K. 
Westport, 
559 pp. 


NURSING 
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Services Better Patient Care. New 
York, N. Y.: National League for Nursing, 
1957. 39 pp. Price, $1.00. 

Intropuction to Biostatistics. Huldah Ban- 
croft. New York: Hoeber, Medical Book 
Department, 1957. 210 pp. Price, $5.75. 

MANKIND AGAINST THE Kuiers. James 
Hemming. New York: Longmans, Green, 
Junior Books Dept., 1957. 231 pp. Price, 
$3.50. 

Mepicat Care Neeps AND SERVICES IN THE 
Boston METROPOLITAN AREA 1957. Leonard 
S. Rosenfeld, et al. Boston, Mass.: United 
Community Services of Metropolitan Boston, 
1957. 147 pp. 

Narkotepsig A Hypersomnie 5S HLepiska 
FysioLocie Spanku (NARCOLEPSY AND 
HYPERSOMNIA FROM THE STANDPOINT OF 
THE PHyYsIoLocy oF SLteeP). Mudr Bedrich 
Roth. Praha, Sokolska, Czechoslovakia: 
Statni Zdravotnicke Nakladatelstvi, 1957. 
332 pp. 

Over My Deap Bony. June Opie. New York: 
E. P. Dutton, 1957. 265 pp. Price, $3.50. 

Historocy. Robertson F. 
Ogilvie (Sth ed.). Baltimore, Md.: Wil- 
liams and Wilkins, 1957. 482 pp. Price, 
$3.75. 

PsycHOPATHIC Personauities. Harold Palmer. 
New York: Philosophical Library, 1957. 
179 pp. Price, $4.75. 

Sex AND THE CurisTIAN Lire. Seward Hiltner. 
New York: Association Press, 1957. Price, 
$1.00 (paper bound). 

Stow Learner, THE. 
York: Philosophical Library, 1957. 
Price, $3.75. 

SoctaL Casework: 
Process. Helen Harris Perlman. Chicago, 
Ill.: University of Chicago Press, 1957. 268 
pp. Price, $5.00. 

Strupent-Puysician, Tue. Introductory Studies 
in the Sociology of Medical Education. 
Edited by Robert K. Merton, et al. Cam- 
bridge, Mass.: Harvard University Press, 
1957. 360 pp. Price, $5.00. 


New 
186 pp. 


M. F. Cleugh. 


A Selected Public Health Bibliography 
with Annotations 


Recalcitrant Consumptives—‘“the 
Conference deplores the use of compul- 
sion as a substitute for adequate pre- 
ventive and therapeutic measures of 
tuberculosis control. ...” “It recognizes 
however that in spite of such measures, 
occasional use of compulsion may be 
necessary in order to implement the total 
program.” The conferees, who listened 
to the pros and cons of compulsion, 
did not come to general agreement about 
what to do with the recalcitrants. 


Conference Report on Protective 
Pub. Health 


ANON. 
Isolation of the Tuberculous. 
Rep. 72, 9:781 (Sept.), 1957. 


Making It Official—“In the light of 
these studies it is clear that there is an 
increasing and consistent body of evi- 
dence that excessive smoking is one of 
the causative factors in lung cancer.” 
Supplies of the Surgeon General’s state- 
ment (and supporting documents) have 
been sent to state health officers and the 
American Medical Association with the 
suggestion that copies go to local health 
officers, local medical societies, and other 
health groups. 


Burney, L. E. Excessive Cigarette Smok- 
ing. Pub. Health Rep. 72, 9:786 (Sept.), 
1957. 


Influenza Outbreaks — Mortality 
from influenza and pneumonia has kept 
to its downward trend throughout the 
century. Since 1937, first the sulfa 
drugs then the antibiotics have acceler- 
ated the trend. There have been 21 
epidemics since the pandemic of 1918; 
the most severe of these occurring in 
the 1920 decade. There have been only 
two widespread epidemics, so far, in the 


present decade, in 1951 and 1953. 


Cotuns, S. D., and Lenmann, J. L. In- 
fluenza Epidemics During 1951-1956 with a 
Review of Trends. Pub. Health Rep. 72, 9:771 
(Sept.) , 1957. 


Our Food and Drink—Once again 
we are regaled with our unenviable— 
is disgraceful a better word?—record 
of water-borne, milk-borne, food-borne 
and miscellaneously:borne outbreaks of 
communicable diseases that point out a 
few of the weak spots in our public 
health protective services. The spirits 
of us (public health) mortals have but 
small cause to be proud. 


Dauer, C. C., and Sytvester, G. 1956 Sum- 
mary of Disease Outbreaks. Pub. Health Rep. 
72, 8:735 (Aug.), 1957. 


Toddler’s Ears—Described here is 
a study designed to work out a practical 
hearing test for mass screening of pre- 
school children and to judge its value 
from the standpoints of case finding 
and economy of time in carrying it out. 
The test adopted indicated that 6.5 per 
cent of the group of nursery school 
children had hearing loss and it re- 
quired five and a half minutes to com- 
plete—seemingly a satisfactory indica- 
tion of its usefulness. 


Geyer, M. L., and YAnKaver, A. Detection 
of Hearing Loss in Preschool Children. Pub. 
Health Rep. 72, 8:723 (Aug.), 1957. 


Sharing Solutions—For several 
years, now, an annual workshop has 
been offered the nursing directors of 
California’s local health departments at 
which the nurses study and try to solve 
their administrative problems. How 
the programs have been worked up is 
related in useful and suggestive detail. 
“Each year the group has become more 
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relaxed, tolerant, and objective in its 
approach to the topics discussed, and 
individual directors have felt freer to 
present their agency problems with com- 
plete frankness.” 

Haic, R., and Porter, W. Workshops for 


Public Health Nursing Administration. Nurs- 
ing Outlook 5, 7:524 (Sept.), 1957. 


Your Own Mental Health—To tell 
you that this oration is about dedica- 
tion, self-acceptance, and human un- 
derstanding may possibly turn you 
away—which is just what is not in- 
tended. But those are the elements of 
successful service, the author says, and 
you had better read the essay to learn 
what he has to say about them. 


Haun, P. Mental Health for Living. 
Nursing Outlook 5, 7:512 (Sept.), 1957. 


The Fat Eight to Fourteens— 
This five-panel discussion of obesity in 
childhood will, of course, have been seen 


by all our pediatricians but it should 
be called earnestly to the attention of 


all other MCH’ers. It begins and ends 
on the familiar theme that endocrine 
disorders are rarely to be blamed for 
the fat on children and adolescents. As 
with us portly adults, their burden is 
almost always a simpler case of eating 
too much and doing too little. 


Hu, L. F., et al. Obesity in Pediatric 
Practice (and four related papers). Pediatrics 
20, 3:540 (Sept.), 1957. 


Again, Go Slow—Another sympos- 
ium on fats in human nutrition ends 
with the now familiar admonition that, 
although we are making great progress 
in nutritional research, we do not yet 
know enough to suggest radical changes 
in our accustomed diets. The nature of 
the promising research under way is 
worked over in these half dozen ex- 
cellent reports. 


Hott, L. E., Jr., et al. Dietary Fat—Its 
Role in Nutrition and Human Requirements 
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(and five related papers). J.A.M.A. 164, 


17:1890 (Aug. 24), 1957. 


More About Influenza—Whatever 
may be the status of the impending epi- 
demic when this item appears in print 
the series of papers to which it calls 
your attention will still be of immediate 
interest to you. The first paper tells 
us that there are four major immuno- 
logic types of the virus, A, B, C, and D. 
The newest (Asian) variant of Type A; 
called FE, bears only slight antigenic 
similarity to the other Type A strains. 
Serologic diagnosis may be made by 
either hemagglutination-inhibition or 
complement-fixation tests. The Sur- 
geon General’s paper, which follows, 
strongly urges health and medical au- 
thorities to stimulate and promote the 
nation-wide program of vaccination. 


Jensen, K. E. New Set of Type A Influ- 
enza Viruses (and three related papers). 
J.A.M.A. 164, 18:2025 (Aug. 31) and 165, 
1:59 (Sept. 7), 1957. 


Syphilis Scareheads—You may 
have heard local repercussions of scare- 
head articles reporting explosive out- 
breaks of syphilis. Two of these, a 
Readers Digest condensation of a news- 
paper story and a mimeographed “Joint 
Statement” are critically examined in an 
editorial. (Editorials as such are not 
ordinarily selected for comment in this 
self-appointed guide for health brows- 
ers, but this one is a fine and illuminat- 
ing comment on the real meaning of 
current VD statistics.) It concludes that 
the current trend is still downward and 
that cold epidemiologic facts lend no 
support to the alarm viewers. 

Moore, J. E. The “Rising Tide of Infec- 


tion” of Syphilis. J. Chronic Dis. 6, 3:280 
(Sept.) , 1957. 


Antidote for Boredom—Figures 
are notoriously dull, says this (Br.) au- 
thor of an amusing venture in proving 
that they need not be. He tells his 
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reader which country to go to if he 
wants to shuffle off on one of the more 
widely favored routes to the grave. 
There may be an idea here for others 
who wish to adapt (nice word for 
“steal”) it to their own attempts to 
brighten up their dull vital statistics. 


Paut, H. To Die or Not to Die? M. Officer 
98, 9:129 (Aug. 30), 1957. 


Something New—Described here is 
a quick, on-the-spot and economical test 
for syphilis which should prove useful 
in syphilis control projects with civil 
defense and disaster evacuee groups, or 
in mass immigration situations, among 
other public health emergencies. 


Portnoy, J., et al. Rapid Plasma Reagin 
Test for Syphilis. Pub. Health Rep. 72, 9:761 
(Sept.) , 1957. 


Reminder—An outbreak of aseptic 
meningitis attributed to a strain of 
Coxsackie virus offers further evidence 
that viruses other than poliovirus may 


cause illnesses assumed to be nonparaly- 
tic poliomyelitis. 


Syverton, J. T., et al. Outbreak of Aseptic 
Meningitis Caused by Coxsackie B5 Virus. 
J.A.M.A. 164, 18:2015 (Aug. 31), 1957. 


For the Handicapped—A number 
of important contributions relating re- 
habilitation to public health (in a wide 


VOL. 47 = 1467 


variety of disabling conditions) are as- 
sembled here. Further reports of health 
department successes in collaborating 
with established welfare and rehabilita- 
tion services are sought. 


Wuirten, E. B., et al. Rehabilitation—A 
Guide for Referral Agencies (and six related 
papers). Pub. Health Rep. 72, 9:810 (Sept.), 
1957. 


Rheumatic Fever Recurrences— 
Injected penicillin, given every four 
weeks, proved better than oral penicillin 
in preventing streptococcal infections 
and rheumatic recurrences—among a 
large group of children who had had 
rheumatic fever. 


Woop, H. F., et al. A Controlled Study of 
Three Methods of Prophylaxis Against Strep- 
tococcal [vfection in a Population of Rheu- 
matic Children. New England J. Med. 257, 
9:394 (Aug. 29), 1957. 


Anent Eating Too Much—From 
England, too, comes this conclusion: 
readily available data do not support 
any theory which supposes a single or 
major dietary cause of coronary throm- 
bosis. However, overconsumption of 
all foods with underindulgence in ex- 
ercise may be one of several causes of 
the condition. 

Yupkin, J. Diet and Coronary Thrombosis: 
Hypothesis and Fact. Lancet 273, 6987:155 
(July 27), 1957. 


If additional information is desired regarding the articles listed in the Bibliography, please 
communicate directly with the publications in which they appeared; the addresses are furnished 


for your convenience. 


J.A.M.A. (Journal of the American Medical Association), 535 N. Dearborn St., Chicago, 


Il. 


J. Chronic Dis. (Journal of Chronic Diseases), C. V. Mosby, 3207 Washingtdn Blvd., 


St. Louis, Mo. 


Lancet, 7 Adam St., Adelphi, London, W.C. 2, England 


M. Officer (Medical Officer), Chronicle House, 72-78 Fleet St., London, E.C. 4, England 

New England J. Med. (New England Journal of Medicine), Massachusetts Medical 
Society, 8 The Fenway, Boston 15, Mass. 

Nursing Outlook, American Journal of Nursing Company, 2 Park Ave., New York 16, 
N. Y. 

Pediatrics (Journal of the American Academy of Pediatrics), 301-327 E. Lawrence 
Ave., Springfield, Ill. 

Pub. Health Rep. (Public Health Reports), Gov. Ptg. Office, Washington, D. C. 
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Association News 


AMPLIFICATION OF THE ROLE OF THE 
COORDINATING COMMITTEE ON 


LABORATORY METHODS 


The Coordinating Committee on Lab- 
oratory Methods (CCLM) was organized 
under the Committee on Research and 
Standards in 1947. The principal 
reasons for organization of the commit- 
tee were to center in one committee 
responsibility for preparation of labora- 
tory methods volumes, assure represen- 
tation of all interested Sections on com- 
mittees formed for the preparation of 
laboratory methods to be published as 
an Association report, assure representa- 
tion on such committees of both the 
persons who will perform the laboratory 
work and enforce regulations based 
upon the results of laboratory tests, and, 
finally, to provide a means for speeding 
up the process of obtaining necessary 
approval for the publication of reports 
as Association statements. 

The wisdom of organizing the Co- 
ordinating Committee has been proved 
during the past 10 years. A Review 
Committee composed of Howard L. 


Bodily, Ph.D., chairman: Earle K. 


Borman; Albert V. Hardy, M.D.; and 
Edmund K. Kline, Dr.P.H., has consid- 
ered the past history of the committee to 
determine whether or not its functioning 
can be modified so that Sections will be 
encouraged to undertake laboratory 
methods preparation themselves while at 
the same time preserving the valuable 
role of the Coordinating Committee. 
The Review Committee has presented 
its report. Both the Coordinating Com- 
mittee and the Committee on Evaluation 
and Standards, the successor to the 
Committee on Research and Standards, 
have accepted the report and recom- 
mended its publication. The original 
statement outlining the formation of the 
Coordinating Committee on Laboratory 
Methods (A.J.P.H., July, 1947, p. 936) 
and the report of the Review Committee 
are presented for the information of the 
membership. Any comments should be 
sent either to Ferdinand R. Hassler, 
M.D., chairman of the Coordinating 
Committee, or to the Association office. 


An ASSOCIATION COORDINATING COMMITTEE ON 
LABORATORY METHODS 


1. Basic Components of the Committee: 

1.1 The Coordinating Committee to be a 

subcommittee of the Committee on 

Research and Standards.* Members, 

from the appropriate Sections and/or 

from among the chairmen of Labora- 

tory Methods Committees, will be 

appointed by the Committee on Re- 

search and Standards on the basis of 

their individual qualifications to per- 

form the job assigned to the Coordinat- 

ing Committee. The chairman of the 

* Now the Committee on Evaluation and 
Standards. 


committee will be regarded a member 
éx officio of the Committee on Research 
and Standards, if not already on that 
committee. 

The chairmen of Laboratory Methods 
Committees will be appointed by the 
Coordinating Committee; other mem- 
bers will be appointed by the chairman 
of the Coordinating Committee. All 
such appointments will be made in 
consultation with the Section Councils 
involved. The appointment of members 
of any Laboratory Methods Committee 
will be subject to approval by the 
Section Council of the Section to which 
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2.1 


the appointees belong. There shall be 
only one Laboratory Methods Commit- 
tee active in the preparation of 
“Methods” in any particular field. 
Appointment to “Methods” committees 
of persons not members of the Ameri- 
can Public Health Association is 
permissible. 

The Coordinating Committee shall ap- 
point the APHA representatives to any 
Joint Editorial Board concerned with 
interests of other organizations after 
approval of its nominations by the 
Executive Board. The Coordinating 
Committee shall also appoint any 
special editorial committees necessary 
for _ ~aring APHA Standard Methods 
Committees. 


2. Duties and Functions: 


The Coordinating Committee Will: 

2.11 Assume leadership among exist- 
ing Laboratory Methods Commit- 
tees, 

2.12 Establish Laboratory Methods 
Committees upon the recommen- 
dation of any Section or as 
deemed necessary. 

2.13 In consultation with Section 
Councils involved appoint a chair- 
man of each Laboratory Methods 
Committee. Committee members 
will be appointed by the chair- 
man of the Coordinating Commit- 
tee after consultation with the 
chairman of the committee con- 
cerned. 

2.14 Assure competent, adequate group 
review of any laboratory methods 
by its committee. This may ex- 
tend to the preparation of guiding 
rules of procedure for any Labo- 
ratory Methods Committee. 

2.15 Promote the preparation of new 
laboratory methods and _ timely 
review of existing reports. 

2.16 Resolve controversial questions 
that may not be possible of solu- 
tion in the committee involved. 

2.17 Establish uniform style, format, 
etc., to be followed in the prepa- 
ration of any laboratory method 
other than those under direction 
of a Joint Editorial Board. 

2.18 Present to the Committee on Re- 
search and Standards completed 
manuscripts with the assurance 
that competent group judgment 
has been obtained in their prepa- 
ration. 
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2.2 Laboratory Methods Committees Will: 

2.21 Arrange for allocation of material 
to proper persons for preparation. 

2.22 Arrange for review of entire man- 
uscript by the full committee. 

2.23 Refer irreconcilable questions to 
the Coordinating Committee. 

2.24 Prepare not only methods to be 
adopted as, “Standard Methods,” 
but any others to be published. 

2.25 Assure coordination of views of 
those interested in the develop- 
ment of laboratory methods with 
those interested in the interpreta- 
tion and application of those 
methods, and vice versa. 


2.3 Association Sections or Their Councils 
Will: 

2.31 Recommend to the Coordinating 
Committee the formation of new 
Laboratory Methods Committees 
as the need arises. 

2.32 Confirm appointments to a Labo- 
ratory Methods Committee of 
members affiliated with the Sec- 
tion. 

2.33 Request the Coordinating Com- 
mittee for representation on any 
Laboratory Methods Committee 
in which the Section is interested 
either from the laboratory or field 
implications. 


2.4 Joint Editcrial Board Representative(s) 
Will: 

2.41 Represent the Association in the 
preparation of uniform procedures 
and allocation of areas of respon- 
sibility to the organizations spon- 
soring the publications. 

2.42 Refer back to the Coordinating 
Committee any subjects which 
cannot be settled by Joint Edi- 
torial Board action. 

2.43 Be limited to editing duties. They 

_ will not have any judicial respon- 
sibilities. 


The clarifying statement of the Re- 
view Committee approved as stated 
above is: 

“1. The final preparation of any 
laboratory method. or methods to be 
approved by the American Public ~~ 
Health Association or to be published 
under the sponsorship of the American 
Public Health Association, should be 
prepared by a committee appointed by 


J 
| 
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the Coordinating Committee on Labora- 
tory Methods. A Methods Committee 
may consist of representatives from re- 
lated committees in two or more Sec- 
tions, supplemented as the need indicates 
by additional members designated by 
the chairman of the Coordinating Com- 
mittee or it may be appointed by the 
committee. In any event the appoint- 
ments of these committees shall be made 
in accordance with the procedure out- 
lined in the statement of duties and 
responsibilities of the Coordinating 
Committee on Laboratory Methods pub- 
lished in the American Journal of Public 
Health, Vol. 37, page 936, 1947. 

“2. When one Section of the Associa- 
tion recommends that a Laboratory 
Methods Committee be established, the 
Coordinating Committee is to inquire 
about the interest of any other Section 
of the Association in the development 
of a suitable committee. 

“3. The Coordinating Committee on 
Laboratory Methods will refer to the 
appropriate Section any activities sug- 
gested to it which do not involve two or 
more Sections of the Association, or 
which do not involve the final prepara- 
tion of a manuscript or publication 
sponsored by the Association. 

“4. The Coordinating Committee will 
serve as a steering committee of the 
various Laboratory Methods Committees 
in the development of manuscripts for 
final publication by the Association. 

“5. The Laboratory Methods Com- 
mittees established by the Coordinating 
Committee are not designed primarily 
to do developmental work on new labo- 
ratory methods. Their basic responsi- 
bility is the selection of methods and the 
preparation of manuscripts for publica- 
tion. An exception to this is a Labora- 
tory Methods Committee established to 
assist in the solution of a controversial 
question. 

“6. Development or evaluation of 
new methods is a primary responsibility 
of the Sections: When problems of this 


NOVEMBER 1957 AMERICAN JOURNAL OF PUBLIC HEALTH 


nature are referred to the Coordinating 
Committee they will in turn be referred 
to the appropriate Section, or the Sec- 
tion counselors of two or more Sections 
may be requested to appoint a person or 
persons to work with members of other 
Sections in developing or evaluating the 
required laboratory method. The coun- 
selors of a Section may seek directly 
the interest of representatives of other 
Sections in the laboratory methods or 
may request the Coordinating Commit- 
tee to seek information concerning the 
interest of other Sections of the Asso- 
ciation. The chairman of the Coordi- 
nating Committee is to be advised by 
the Section counselors of any direct 
contact with another Section regarding 
the development or evaluation of new 
laboratory methods. 

“7. There should be close coordina- 
tion between the Coordinating Commit- 
tee and the Section counselors on 
formation of committees and appoint- 
ments of members of these committees. 

“8. Sections should develop their own 
committees on laboratory methods 
problems related to the Section except 
for the development of publications 
which are sponsored by the Association. 
It is understood that when the problem 
has implications or interest to other 
Sections inquiry regarding such interest 
will be made through the procedures 
outlined above.” ' 


Broad St. Louis Survey Completed 


The results of a comprehensive study 
of public health and hospitals in the 
City and County of St. Louis were re- 
cently released. The 437-page report 
“Public Health and Hospitals in the St. 
Louis Area—A Mid Century Appraisal” 
was prepared by the American Public 
Health Association following a 16-month 
study directed by Edward Press, M.D., 
field director, with the assistance of Ira 


V. Hiscock. Se.D.. and Roscoe P. 


Kandle, M.D., as chief consultants, and 
a panel of 24 additional consultants in 
the various special aspects of the study. 
The survey was financed chiefly by the 
City of St. Louis with the aid of the 
United Fund of Greater St. Louis and 
the State Division of Public Health. 
Although initially intended primarily to 
determine whether or not a new chronic 
disease hospital and an additional dis- 
trict public health center provided for 
in a bond issue were needed. it was 
extended to cover most of the major 
public health and hospital problems in 
the city and county. Among the recom- 
mendations were better coordinated and 
long-range planning, a separate depart- 
ment of health and hospitals directly 
responsible to the Mayor rather than 
as a part of the department of public 
welfare, and that active relationships 
between the city hospitals and the two 
medical schools be developed. 
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Model Radiation Protection Laws 


In an effort to reduce radiologic 
hazards, Daniel Bergsma, M.D., chair- 
man of the Association’s Committee on 
Radiological Health, has been working 
with similar committees of the State 
and Territorial Health Officers Associa- 
tion and the Conference of State Sani- 
tary Engineers on the preparation of 
materials to aid state and local health 
departments. This group has recently 
completed two model state radiation 
protection acts, one with and one with- 
out a commission. In addition, the 
group has also prepared a statement of 
“Public Health Policy on Radiological 
Health.” They are inviting comments 
and suggestions. These should be sent 
to Dr. Bergsma, State Commissioner 
of Health, Trenton, N. J., from whom 
copies of these materials may be ob- 


tained. 


Sanitary Engineers Founders’ Period Closes 


The American Sanitary Engineering Intersociety Board announces the closing 


of the period for filing applications for certification without examination. The 
aqual closing date was October 1 at which time more than 1,250 applications had 
been received. The first application was received on July 1, 1956. 


The Intersociety Board has been incorporated to “improve the practice, elevate 
the standards and advance the cause of sanitary engineering.” It is sponsored by 
six professional organizations of which the American Public Health Association is 
one. At a meeting of the Board of Trustees on October 17 and 18 more than 425 
applications were considered with 325 being accepted under the founders’ provision 
for certification without examination. Some 500 applications remain to be con- 
sidered under this same provision. 

The first qualifying examination was given on October 17. The examination 
was prepared by the Professional Examination Service of the Association. 


‘ 


News of Affiliated Societies and Branches 


Research Grant to Southern Branch 


The Southern Branch, APHA, through 
its Public Health Nursing Section and 
in cooperation with the University of 
North Carolina School of Public Health, 
is undertaking a research project to set 
up criteria for the selection of field 
training centers in rural local health 


departments and to develop a method 
for evaluating the competencies of a 
nurse for beginning public health nurs- 
ing. The need for the project was 
brought to light by the Section’s Com- 
mittee on Field Teaching. It is being 
supported through a Pilot Study Grant 
from the Research Grants Division of 
the Public Health Service. 


APHA AFFILIATED SOCIETIES AND BRANCHES 


SocIETY AND SECRETARY 


ARIZONA PUBLIC HEALTH gag Goldie 
Gold, Maricopa County Health Dept., Phoenix 

ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bidg., Little Rock 

eee NORTHERN, PUBLIC HEALTH ASSO- 
Emanuel H. Pearl, 2220 Moorpark Ave., 


n Jos 

CALIFORNIA, SOUTHERN he HEALTH ASSO- 
byron Mork, M.D., University of Cali- 

‘Los Los Angeles 

ret D. Lewis, 659 Cherokee St., 
CONNECTICUT HEALTH “ASSOCIATION, 
Mrs. Claire Reinhardt, 310 Cedar St., New Haven 


CUBAN PUBLIC HEALTH SOCIETY, "Dr. Raphael Calvo 
Fonseca, Calle 19 No. 511 Altos Vedado, Havana 
FLORIDA PUBLIC HEALTH Nathan J. 
Schneider, Ph.D., P. O. Box 2 Jackso: ville 
GEORGIA PUBLIC yoy ASSOCIATION. Carl Fox, 
33 Pryor St., N.E., Atl 
IDAHO PUBLIC HEALTH Wesley O. 
Young, D.M.D., P. O. Box 640, Boise 
ILLINOIS PUBLIC HEALTH ASSOCIATION, William 
J. Hixon, Evanston Health Dept., Evanston 
ae PUBLIC HEALTH ASSOCIATION, Hester 
Beth Bland, 1330 W. Michigan St., Indianapolis 
a PUBLIC HEALTH ASSOCIATION, Mary L. 
mbacher, State Dept. of Health, Des Moines 
KANSAS PUBLIC HEALTH ASSOCIATION, Evelyn 
Ford, State Board of Health, State Capitol, Topeka 
LOUISIANA PUBLIC — AS TATION, Mrs. 
Lucille Sawyer, Shreve; 
MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Pa of Health, Cambridge 
MICHIGAN PU BLIC HE HEAL ee Maurice 
Mayer, 405 Hollister 

MINNESOTA PUBLIC HEALTH CONFERENCE, D. S. 
Fleming, M.D., pate Dept. of Health, University 
Campus, Minneapo! 

MISSISSIPPI PU Brie HEALTH ASSOCIATION, H. E. 

Box 1700, Jackson 
MISSOU ‘RI PUBLIC HEALTH ASSOCIATION, Mrs. 
adia Craver, Sth Fl., State Office Bidg., Jefferson City 

MONTANA PUBLIC HEALTH ASSOCIATION, Emma 
Wright, Box 811, Harv 

NEBRASKA PUBLIC HEALTH ASSOCIATION, — 
— M.D., Omaha-Douglas County Health Dept. 
maha 


NEW MEXICO PUBLIC HEALTH ASSOCIATION, 
Robert Howell, 305 Terrace Ave., N. E., Albuquerque 

NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
OF, Joseph Kadish, 164 W. 174th St. 

NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Mary C. Egan, State Rn A of Health, 333 E. Washing- 
ton St., Syracuse 2, 

NORTH CAROLINA PUBLIC HEALTH ECS, 
R. W. Brown, Bucombe County Health Dept . Asheville 

NORTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Jean E. Norton, R.N., Box 133, Bismarck 

OHIO PUBLIC HEALTH ASSOCIATION, Virginia Jones, 
Ohio Dept. of Health, Dayton 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Mar- 
jorie Butler, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, r. M. 
Colasuonno, M.D., State Board of Health, Portland 

PENNSYLVANIA PUBLIC HEALTH ASSOCIATION, 
Robert H. Conn, 303 N. Second St., Harrisburg 

PUERTO RICO’ PUBLIC HEALTH ASSOCIATION, 
Margarita Martinez, Apartado 211, San Juan 2 

SOUTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Laura M. DeMarse, State Health Dept., Columbia 

SOUTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Louis E. Remily, State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, Cc. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N., Nashville 

TEXAS PUBLIC HEALTH * H. E. Drum- 
wright, 3900 Lemmon Ave., Dallas 

UTAH PUBLIC HEALTH ASSOCIATION, Mrs. Virginia 
— City Health Dept., 115 S. State ‘St., Salt 


ity 
VIRGINIA PUBLIC HEALTH ASSOCIATION, William 
A. Dorsey, P. O. Box 2088, Richmond 
WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION, Kathleen Burwell, R.N., State Dept. of Health, 


Smith Tower, Seattle 
WEST VIRGINIA PUBLIC HEALTH ASSOCIATION, 
Paul B rleston 


: State Health Dept., 
WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 
Paul Weis, 1 W. Wilson St., Madison 
SOUTHERN BRANCH, A.P.H.A., Mary Irene Cummins, 
Box 323, Harriman, Tenn. 
WESTERN BRANCH, A.P.H.A., Mrs. L. Amy Darter, 
=] Dept. of Health, 2151 Berkeley Way, Berkeley, 


APHA membership application blank on page XXIX 
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Employment Service 


The following pages present information for those seeking public health personnel and for 
those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 


Association. 


Advertising space in these pages is available at special rates for the use of employers or 
individuals. The charges are $5 for the first 50 words or fraction thereof and $1 for each 
additional 10 words or fraction thereof. There is no charge to members or Fellows of the 
, Association who desire to utilize the Positions Wanted portion of these pages. Closing date 

for receipt of advertisements is the first of the month preceding the desired month of publication. 
All correspondence should be sent to the American Public Health Association, 1790 


Broadway, New York 19, N. Y. 


POSITIONS AVAILABLE 


Public Health Physicians—C.D., V.D. 
Full time and half time. Wanted for imme- 
diate placement. Los Angeles County Health 
Department. Begins at $755 per month with 
yearly increases. California P and S M.D. 
certificate required at time of appointment. 
Apply Dr. Gilbert, Health Officer, County 
Health Department, 241 N. Figueroa, Los 
Angeles 12, Calif., acting for the Los Angeles 
County Civil Service Commission. 


Director, Public Health Laboratories— 
Qualifications: Graduation from an accredited 
college or university with an earned doctor’s 
degree (Ph.D., Sc.D., M.D., D.V.M.) in the 
field of laboratory sciences and three years’ 
progressively responsible experience in a pub- 
lic health laboratory or similar agency. Salary 
range $9,000-$10,812. For applicant with 
M.D. or D.V.M. the salary range is $9,000- 
$11,604. Write Dalton Roberts, Chief, Ad- 
ministrative Services, Colorado Department 
of Public Health, 420 State Office Bldg., 
Denver, Colo. 


Public Health Administration Con- 
sultant to Brazil—Pan American Sanitary 
Bureau, Regional Office of the World Health 
Organization, seeks the services of a Public 
Health Administrator for assignment as ad- 
viser to Government of Brazil on integration 
of public health medical care activities in re- 
gional social economic development program. 
Duration: Initial contract one year, renewable. 
Requirements: M.D. degree from recognized 
school of medicine; graduate training and 
considerable experience in public health. Em- 
ployment conditions: Attractive salary and 
allowances. For further details, write to 
Personnel Officer, PASB/WHO, 1501 New 
Hampshire Ave., N.W., Washington 6, D. C. 


Health Officers Needed—Must be citizen 
of the United States and eligible for Florida 
medical license. Experience and training for 
Health Officers II] and IV. Salary depends 
upon amount of training and experience. 
Health Officer II as assistant director, salary 
range $690-$960, plus travel at 10 cents per 


mile. Health Officer III as director of small 
health unit, salary range $760-$1,050, plus 
travel at 10 cents per mile. Health Officer IV 
as director of medium sized health unit, salary 
range $840-$1,150, plus travel at 10 cents 
per mile. Write for details to Wilson T. 
Sowder, M.D., M.P.H., State Health Officer, 
P. O. Box 210, Jacksonville 1, Fla. 


Public Health Physicians—New Mexico 
Department of Public Health. Salary $9,000 
and up; three years’ professional experience 
required. Write Merit System Supervisor, 
Box 939, Santa Fe, N. M. 


County Health Commissi to direct 
public health programs in Genesee and Wy- 
oming Counties in New York State; total 

pulation 84,000. Salary $12,500 (to start). 

acation, sick leave and retirement benefits. 
Requirements are M.P.H. and one year of 
satisfactory full-time experience in general 
public health work. Address inquiries to Mr. 
Harold L. Peet, President, Wyoming County 
Board of Health, Pike, N. Y. 


Director of Health—Administer public 
health program for progressive industrial city, 
70,000 population. Requires physician eligi- 
ble for membership in American Board of 
Preventive Medicine with M.P.H. and three 
years of public health experience. Maximum 
age fifty. Must be U. S. Citizen. Salary 
$12,814-$15,214. Obtain further information 
and brochure of city from Personnel Officer, 
254 Municipal Bldg., Hamilton, Ohio. 


Public Health Physician (District 
Health Officer)—State of Wisconsin. Two 
positions. One position includes 11 counties 
in north central part of state, headquarters 
Rhinelander. Second position includes eight 
counties jn area bordering Lake Michigan, 
north of ¥Milwaukee, headquarters Fond du 
Lac. Act as medical administrator of district 
office; district epidemiologist; plan, organize, 
supervise work of district office personnel con- 
sisting of public health engineer, public health 
nurse, sanitarians, nutritionist, dental hygien- 
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ist. M.P.H. degree plus three years’ experi- 
ence in public health administration; eligibil- 
ity for a license in Wisconsin. Salary 
$11,592 $14,412 per year, plus travel allow- 
ance. Civil service, vacation, sick leave, social 
security, retirement benefits. Write Carl N. 
Neupert, M.D., State Health Officer, 400 State 
Office Bldg., Madison 2, Wis. 


Public Health Physician (Epidemiol- 
ogist)—Wisconsin State Board of Health, 
Madison. Plan, organize, and develop epi- 
demiological studies and programs on a state 
level; participate and cooperate with state 
district health officers in field investigations. 
M.D., M.P.H. degrees plus three years’ experi- 
ence in public health with emphasis upon epi- 
demiology. Eligibility for a license to practice 
medicine in Wisconsin. Salary $11,592 with 
five annual increments to $14,412 per year, 
plus travel allowance. Civil service; vacation, 
sick leave, social security and retirement bene- 
fits. Write Milton Feig, M.D., Director, 
Section on Preventable Diseases, State Board 


of Health, State Office Bldg., Madison 2, Wis. 


Public Health Engineers—Air pollution, 
industrial hygiene, water and sewage control 
programs. Starting salary open depending on 
qualifications within range $420 to $655 a 
month. Liberal travel allowance. State re- 
tirement and Social Security coverage. Ma- 
ternal and Child Health Director—$13,320 
to start. Social Security and state retirement 
coverage. Liberal travel allowance. Write to 
Mr. A. T. Johnson, Personnel Director, Ore- 
gon State Board of Health, P. O. Box 231, 
Portland 7, Ore. 


Public Health Physician—For director 
of the Marion County Health Department, 
Fairmont, West Virginia. (Population 72,000.) 
Well-qualified staff including five public 
health nurses, three sanitarians, and two 
clerks. Starting salary $15,000 for qualified 
physician with public health training. Ad- 
dress inquiries to N. H. Dyer, M.D., M.P.H., 
West Virginia State Department of Health, 
Charleston 5, W. Va. 


Public Health Physician—with training 
and experience in administration and epi- 
demiology to serve as director of the Bureau 
of Preventable Diseases and Medical Services. 
Broad range of general administrative and 
clinical supervisory responsibilities include 
control of acute communicable diseases, tuber- 
culosis, venereal diseases, and operation of 
medical clinic, cancer diagnostic clinic, mental 
health program, and a specialized municipal 
hospital. Annual operating budget of bureau 
is $800, Position under civil service. 
Vacation, sick leave, medical and hospital in- 
surance, and liberal pension plan. Salary 
range $11,742-$12,410. Write to E. 
Krumbiegel, M.D., Commissioner of Health, 
Milwaukee Health Department, 200 E. Wells 
St., Milwaukee 2, Wis. 
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Health C issi City of 62,000. 
To direct and supervise all activities of the 
Public Health Department and perform re- 
lated work required. Graduation from recog- 
nized medical school; completion of approved 
internship and one year medical practice; 
and either one year public health training in 
approved public health school or three years’ 
experience in public health administration 
required. Extensive knowledge of theory, 
principles and practices of general and pre- 
ventive medicine, public health and admin- 
istration preferred. Civil service status, 40- 
hour week, vacation, sick leave, medical and 
hospitalization insurance for the entire family, 
retirement plan. Salary range $10,680-$11,880 
plus $65 per month car allowance. Apply 
Civil Service Commission, 7525 W. Greenfield 
Ave., West Allis 14, Wis. 


Wanted: New Hampshire State Department 
of Health, a Public Health Physician—for 
Division of Maternal and Child Health and 
Crippled Children’s Services, to assist in con- 
sultative, administrative public health work 
in the development of programs throughout 
the state, with special emphasis upon maternal 
and child health. Requirements include 
graduation from approved medical school, 
licensure or eligibility for licensure in New 
Hampshire, three years’ practical experience 
in the field of maternal and child health or 
an M.P.H. degree. Salary range $6,300- 
$7,620 (authorization provided to employ at 
maximum), with travel allowance, annual and 
sick leave, and retirement benefits. Write 
Department of Personnel, State of New 
Hampshire, State House, Concord, N. H 


Public Health Physician Needed—for a 
county suburban area. Retirement plan, sal- 
ary according to training, experience, and per- 
formance record, $13,000-$15,000 per year. 
Write Butler County, Ohio, Department of 
Health, Court House, Hamilton, Ohio. 


Position with 


Clinical Psychologist II— 
County Health Department. Will be consultant 
to community agencies, carry on educational 
program, conduct inservice training courses. 


Ph.D. and three years’ clinical 
psychology experience. Salary range $6,960- 

, appointment above minimum. Apply 
Mr. Edward S. Haswell, Chief, Mental Health 
Section, North Carolina State Board of Health, 
Raleigh, N. C. 


Requirements: 


City and County Position Available: 
Sanitarian I—Several openings available in 
an expanding health control program. Require 
bachelor’s degree in engineering, sanitary sci- 
ence, or biological sciences. Salary $366- 
$458. Career Service Authority, Room 178, 
City and County Bldg., Denver, Colo. 


Wanted: Director of Public Health 
Nursing—Executive director, public health 
nursing service, large combined health depart- 
ment and visiting nurse service program. 


Affiliated with University of Washington. 
Master’s degree, six years’ experience re- 
quired. Position carries pension plan, Social 
Security, sick leave, and fringe benefits. 
Write Mrs. George Kinnear, Seattle-King 
County Visiting Nurse Service, 1000 Public 
Safety Bldg., Seattle 4, Wash. 


Qualified Public Health Nurse—Must 
be eligible for California certificate. Salary 
$376-$458; travel allowance for use of private 
car. Write to San Benito County Health 
Dept., Health Center Bldg., Hollister, Calif. 


Director of Nurses—State Services for 
Crippled Children, State University of Iowa. 
Direction of public health nursing services 
for children with handicapping conditions. 
Official state agency administered by the State 
University and affiliated with State Merit 
System. Baccalaureate degree including or 
supplemented by public health nursing 
preparation and an advanced course in ortho- 
pedic or pediatric nursing required; experi- 
ence in both a generalized public health 
program and in the specialized field of care of 
physically handicapped required; one year of 
experience in supervisory, consultative, or 
administrative capacity necessary. Write John 
C. MacQueen, M.D., Director, State Services 
for Crippled Children, State University of 
Iowa, Iowa City, Iowa. 


Mental 
with 


Public Health Nurse to Be 


Health Nurse Instructor—to assist 


lanned inservice training program for public 
health nurses in psychiatric/mental health 
nursing; duties include participation in short 
intensive workshops and work with county 


public health nurses and mental health 
workers in follow-up care of mentally ill pa- 
tients and other aspects of local mental 
health program. B.S. in nursing and four 
years’ experience in public health nursing; 
master’s degree in mental health/psychiatric 
nursing desirable; experience in teaching; 
starting salary $5,040. Excellent opportuni- 
ties for security and advancement. Apply 
Director of Bureau of Mental Health, State 
a of Health, P. O. Box 210, Jacksonville 
1, Fla. 


Public Health Nursing Director—for a 
generalized public health nursing program in 
a progressive city health department (80,000 
population). Pleasant all-season recreational 
area. Staff of 12 public health nurses. Vaca- 
tion, sick leave and retirement policies; group 
life insurance. Qualifications required: super- 
visory and administrative experience in an 
official agency; degree in public health 
nursing. Salary open. Submit letters of ap- 
plication to Edward W. Colby, M.D., Health 
Director, Portland, Maine. 


Public Health Nursing Positions— 
Available in Health Department with the City 
of Flint, a rapidly growing city of 180,000 
population. Beginning, intermediate, and ad- 
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ministrative positions are available. Five-day, 
40-hour week, with liberal retirement, vaca- 
tion, and sick leave policies. Car furnished. 
Beginning salary rates: $3,952, $4,329, or 
$4,654, depending on experience and qualifi- 
cations. Automatic increases and longevity 
rates for length of service. Apply Flint Civil 
Service Commission, City Hall, Flint, Mich. 


Public Health Nurse Director—To direct 
and coordinate Grand Rapids, Kent County 
and Community Health Service (VNA) nurs- 
ing services. A real challenge to integrate 
the above three services which serve a popula- 
tion of over 300,000. An M.P.H. degree, ad- 
ministrative experience, and demonstrated 
leadership ability are prerequisites for appli- 
cation. Position is under: civil service and 
budgeted at $6,526-$7,904. Other benefits in- 
clude retirement plan, Social Security, hos- 
pital insurance, 2-3 weeks’ vacation, unlim- 
ited sick leave accumulation. Transportation 
furnished. Apply to W. B. Prothro, M.D., 
Public Health Director, Grand Rapids Health 
Department, Grand Rapids, Mich. 


Director of Public Health Nursing— 
Supervising experience in an official agency, 
degree in public health’ nursing and New 
York State license or eligibility for such 
license required; city health department gen- 
eralized program, 35-hour week, longevity in- 
crements, vacation, sick leave, and retirement 
policies; present starting salary $6,620. Write 
Chester A. Hicks, M.D., Director of Public 
Health, New Rochelle, N. Y. 


Public Health Nursing Positions—Must 
be licensed or eligible for license in New 
York State; public health nursing preparation 
required; city health department generalized 
program; 35-hour week, vacation, sick leave 
and retirement policies; present salary range 
$4,020-$5,140 plus longevity increments of 
$250 at the end of 10, 15 and 20 years of 
service. Write Chester A. Hicks, M.D., Di- 
rector of Public Health, New Rochelle, N. Y. 


Public Health Nurse—University of Ore- 
gon Medical School. Wanted for five- to 
twenty-year project. Primary task is field 
investigation and follow-up study on 1,000 
families. Civil service position based on 
qualifications and merit system. Public 
Health Nutritionist—wanted for same 
project. Primary task is evaluating the in- 
fluence of diet factors during pregnancy and 
in infancy upon the development of children. 
Qualifications: College degree, community 
nutrition experience. Write to Rudolf Engel, 
M.D., Crippled Children’s Division, University 
of Oregon Medical School, Portland, Ore. 


Visiting Nurse As Working Supervisor 
—R.N. with public health certificate plus 
supervisor experience in a VNA or public 
health department. B.S. degree desirable. 
Salary to start at $5,400 or more depending 
on qualifications. Service will start as a two- 
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or three-nurse program. Apply Mrs. Shirley 
O’Connor, 3137 Valencia Ave., San 
dino, Calif. 


Open to citizens of the United States who 
possess the minimum qualifications: 

Medical Social Work Adviser (Female) 
—$5,096-$6,136. 

Medical Social Worker (Female)— 
$4,472-$5,356. 

Dietitian I (Female)—$4,264-$5,096. 

Nurse Anesthetist (Female)—$3,900- 

680. 

Medical Technologist I—$3,588-$4,264. 


Write Personnel Director, Municipal Build- 
ing, Hartford, Conn. 


Bacteriologist 1V—State Board of Health, 
State Laboratory of Hygiene, Madison, Wis. 
Supervise development of voluntary system of 
approval of laboratories to perform premarital 
blood tests employing standard accepted 
laboratery procedures; evaluate work of 
hospital laboratories wishing approval to do 
tests; perform technical laboratory examina- 
tions; provide training for hospital laboratory 
technicians where indicated. Ph.D. degree 
and three years’ experience in a public health 
diagnostic laboratory; candidates with an 
M.A. degree may substitute additional experi- 
ence for the Ph.D. Salary $6,372-$7,692 per 
year plus travel allowance. Civil service, va- 
cation, sick leave, Social Security, retirement. 
Write W. D. Stovall, M.D., Director, State 
Henry Mall, 


Laboratory of Hygiene, 437 


Madison 6, Wis. 

Two Public Health Engineers—Qualifi- 
cations: master’s degree with at least two 
years of experience in a state or local health 
department. Duties: one position consists of 
direction of activities of the Sanitation Divi- 
sion, one of three major divisions of the 
Bureau of Environmental Sanitation; super- 
vision of 37 employees; one position consists 
of direction of activities of the Housing Divi- 
sion, one of three major divisions of the 
Bureau of Environmental Sanitation; super- 
vision of 21 employees with anticipation of an 
increase in 1958. Civil service position. Vaca- 
tion, sick leave, medical and hospital insur- 
ance, and liberal pension plan. Salary range 
$7,355-$7,687. Write to E. R. Krumbiegel, 
M.D., Commissioner of Health, Milwaukee 
Health Department, 200 E. Wells St., Mil- 
waukee 2, Wis. 


Public Health Educator I1—Qualifica- 
tions: master’s degree in public health educa- 
tion with at least three years’ experience in 
an official or voluntary health agency. Duties: 
direction of division of health education; 
supervising four staff members, and promot- 
ing city-wide health education program. 
Salary range $5,790-$6,502. Public Health 
Educator I—Qualifications: college degree 
with at least one year of postgraduate study 
in public health education and at least one 
year’s experience in a public or voluntary 
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health agency. Duties: carrying out health 


.education programs under the direction of 


~“Health Educator II. 


Salary range $5,091- 
$5,790. Civil service position. Vacation, sick 
leave, medical and hospital insurance, and 
liberal pension plan. Write to E. R. Krum- 
biegel, M.D., Commissioner of Health, Mil- 
waukee Health Department, 200 E. Wells St., 
Milwaukee 2, Wis. 


Public Health Educator Il—This is an 
opportunity to work in a large progressive 
city health department providing public health 
services for a population of more than two 
million people. Position involves the develop- 
ment of audiovisual aid materials, preparation 
of reports, pamphlets, news releases and re- 
lated materials on health subjects. . Require- 
ments: Degree, supplemented by completion 
of 16 semester hours of graduate courses in 
public health or public health education and 
two years of experience in educational and 
promotional work in a public health program. 
Starting salary $5,527 with regular yearly 
increments. Further information and appli- 
cation forms may be obtained by communi- 
cating with the Personnel Officer, Department 
of Public Health, Room 504, City Hall Annex, 
Philadelphia, Pa. 


Speech and Hearing Therapist II—B.A. 
degree and two years’ experience in speech 
and hearing therapy including one year cleft 
palate. Eligibility for basic clinical certifica- 
tion by American Speech and Hearing Asso- 
ciation, $360-$460, with entrance salary de- 
pending on qualifications. Write State Board 
— Health, State Laboratory Bldg., Helena, 
Mont. 


Psychiatric Social Worker—Work in- 
volves rendering consultant services in a 
state-wide mental health program with em- 
phasis on assistance with the development of 
mental health services in county health de- 
partments; master’s degree in social work 
with approved major in psychiatric social 
work and three years’ psychiatric social work 
experience or master’s degree in social work 
and four years’ experience in psychiatric social 
work. Starting salary $5,280. Excellent op- 
portunities for security and advancement. 
Write Director, Bureau of Mental Health, 
State Board of Health, P. O. Box 210, Jack- 


sonville 1, Fla. 


Immediate opening tor position of Director 
of Department of Occupational Therapy 
—in progressive psychiatric center associated 
with the Medical School of the University of 
Michigan. Physical setup includes four units 
for intensive treatment of children, adolescents 
and adults, with occupational therapy and 
recreational therapy supervisors on each unit. 
Student affiliation center. Qualifications: B.S. 
degree, OTR; minimum of 46 years in oc- 
cupational therapy, with extensive experience 
in treating psychiatric patients, in training 
students, and in administration. Generous 


personnel benefits; salary open. Address 
communications to the Personnel Department, 
University Hospital, University of Michigan, 
Ann Arbor, Mich. 


Public Health Nutritionist—Develop and 
conduct program in district area, including 
consultation to nurses, teachers, social 
workers, small hospitals, nursing homes, chil- 
dren’s institutions; training programs; com- 
munity studies and general nutrition educa- 
tion. Master’s degree, internship, two years’ 
hospital and community nutrition experience; 
$5,712-$6,852 plus travel expense. Vacation, 
sick leave, Social Security, retirement. Dr. 
Amy L. Hunter, State Board of Health, 
Madison, Wis. 


Public Health Analyst—City of Long 
Beach Health Department. Population 320,000. 
Graduation from a college or university of 
recognized standing with a major in public 
health, statistics or the social sciences. Ap- 
plicants must have had courses in statistics. 
Broad knowledge of the field of public 
health; thorough knowledge of statistics; re- 
search methods and survey technics; familiar- 
ity with sources of research data; ability to 
analyze, interpret, and present data objec- 
tively and effectively. Salary range $417-$510. 
Write to I. D. Litwack, M.D., Health Officer, 
2655 Pine Ave., Long Beach 6, Calif. 


Public Health Statistician—Salary range 
$460-$575. Requires master’s degree in pub- 
lic health statistics and two years’ experience 
in statistics, or an equivalent combination of 
training and experience. Write to Personnel 
Officer, Florida State Board of Health, P. O. 
Box 210, Jacksonville, Fla. 


Public Health Analyst—$417 per month 
to start, increasing regularly to $516. Educa- 
tion equivalent to college graduation, includ- 
ing courses in statistics. Position open in 
Santa Ana, Calif. Write Orange County 
Personnel Office, 801-C N. Broadway, Santa 


Public Health Psychiatrist—Age 35, 
M.D. and M.P.H. degrees, Board-certified in 
psychiatry, with training and experience in 
clinical, community, and public health psy- 
chiatry, and in administration, teaching and 
research. Publications. Currently assistant 
professor of psychiatry at outstanding medical 
school. Desires appointment at higher level 
on faculty of medical school or school of 


POSITIONS WANTED 
On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 
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Ana, Calif., for application blank or informa- 
tion. 


Biostatistician (Medical)—To be _ re- 
sponsible for the statistical affairs of the 
Commission on Professional and Hospital 
Activities, Inc., under the general direction 
of the director of the Commission. The 
Commission is a new organization under na- 
tional medical and hospital association spon- 
sorship created to conduct research and 
provide services in collection, tabulation, and 
analysis of clinical data to aid in improvement 
of medical practices and hospital administra- 
tion. Requirements: master’s degree in bio- 
statistics or equivalent plus two or more years’ 
experience with medical, public health, or 
biological data. Starting salary $7,700— 
$12,000, depending on qualifications. Write 
to Vergil N. Slee, M.D., Director, Commission 
on Professional and Hospital Activities, Inc., 


211 First National Bldg., Ann Arbor, Mich. 


Public Health Statistician—University of 
Oregon Medical School. Primary task is to 
take part in analysis of data collected in the 
evaluation of 1,000 pregnancies per year with 
follow-up study under supervision. Additional 
tasks include evaluating records of children 
with cerebral palsy and congenital heart 
diseases at the Crippled Children’s Division. 
Qualifications: college degree with major in 
mathematics, psychology, or sociology and 
one year’s study of statistics with some ex- 
perience in the health field. Write to Rudolf 
Engel, M.D., University of Oregon Medical 
School, Portland, Ore. 


Dental Hygienist—with public health de- 
gree or experience to administer a_ school 
dental health program. Salary $3,990 with 
automatic increments to $4,740 in six years; 
40-hour week; travel allowance for use of 
personal car; annual vacation and sick leave; 
state retirement and Social Security benefits. 
Apply Director of School Health, Arlington 
County School Board, 1426 No. Quincy St., 
Arlington, Va. 


public health, or position as administrator of 
mental health program. Write PH-74, Em- 
ployment Service, APHA. 


Public Health Nutritionist—M.S. in nu- 
trition and public health. Experience with 
individuals, groups, and organizations in the 
field of public health. Write Box N-9, Em- 
ployment Service, APHA. 


: 
i | 
Bi 
‘ 


1478 


NOVEMBER 1957 AMERICAN JOURNAL OF PUBLIC HEALTH 


Commercial Advertisements 


All 


tions on the following commercial advertisements should be sent to 


Burneice Larson, Medical Bureau, Suite 605, 900 North Michigan Avenue, 
Chicago 11, Ill. 


OPPORTUNITIES AVAILABLE 


(a) Director, city-county health department; 
total population to be served 500,000; resort 
area, Southwest; $15,000. (b) Health com- 
missioner, county health department; full-time 
cooperating unit; near university center, Mid- 
west; $15,000. (c) Assistant director for 
public health department providing service 
for 10 cities, 45 school districts, and unincor- 
porated area of county; progressive program; 
California. (d) Medical director, student 
health department; 6,000 students; South. 
(e) Medical director; university health de- 
partment; woman eligible; Southwest. (f) 
Epidemiologist; preventive medicine staff, 
foreign operations, leading industrial .com- 
pany; $14,000, plus $4,000 family mainte- 
nance; federal tax free. (g) Two sani- 
tarians; degrees in sanitary sciences, public 
health or engineering, three years’ experience 
required; foreign operations, major industrial 
company; $10,000-$12,000. (h) Health divi- 
sion director; council comprised of 143 agen- 
cies and organizations and 275 individuals at 


large; graduate degree with special courses 
in community organization, public health ad- 
ministration, and education required; super- 
visory experience in field of public health 
required; $6,480-$8,100. (i) Health inspec- 
tor experienced meat and dairy products 
inspection; foreign; minimum $700. (j) Two 
public health educators; Chicago area; 
$4,500-$6,000. (k) Assistant professor in 
child and maternal health nursing; master’s 
required; California. (1) Professor, public 
health nursing; university health department; 
East. (m) Director, public health nursing, 
city health department; excellent opportunity, 
expanding generalized program; Missouri; 
salary commensurate ability. (n) Supervisor; 
state health department; mountains, near 
Canada; $6,000. (Supervisory, staff, foreign 
assignments; Alaska, Pan American coun- 
tries; to $8,000.) (o) Infirmary; boys’ 
academy, age seven to 16; wealthy residential 
area near leading university city. 


OPPORTUNITIES WANTED 


Sanitarian, experienced as chief of sani- 
tation departments in United States and 
foreign countries; available for opportunity 
involving administration and development of 
public health and sanitation programs. 


WANTED—Opportunities for public health 
physicians, nurses, health educators, engineers, 
laboratory personnel. Candidates in all parts 
of the country, available for administrative, 
academic, and staff appointments. Negotia- 
tions strictly confidential. 


Journals Wanted 


The Association has received several requests for the October, 1955, May, June 


and July, 1957, Journals from persons who bind the magazines. 


These persons 


and the Association would be grateful if members having no use for these particular 


issues would make them available to others. 


Such generosity will be much 


appreciated. The magazines should be sent to the Association office at 1790 


Broadway. 


News from the Field 


WHO News 


Meeting of PASB Directing Council 


A budget of three million dollars, rep- 
resenting an increase of 20 per cent, was 
adopted by the directing council of the 
Pan American Sanitary Organization 
meeting in Washington for two weeks in 
September. It also projected a four 
million dollar budget for 1959. 

In presenting his report, Fred L. 
Soper, M.D., director of the Pan Amer- 
ican Sanitary Bureau, stressed the need 
for long-range planning in the health 
programs of the member states, par- 
ticularly in the direction of strengthen- 
ing national and local health services, 
expanding training facilities, and greater 
coordination of eradication programs. 

One day of the meeting was devoted 
to technical discussions on improving 


methods for the evaluation of health pro- 


grams. Among 38 resolutions passed 
was one for strengthening the program 
of fellowships to public health workers 
for intensive study in their various fields 
of activity. Another had to do with 
the progress of the manual in prepara- 
tion containing minimum recommended 
sanitation standards for hotels, restaur- 
ants, tourist centers, and transportation 
facilities in the Americas. 

The plans for malaria eradication are 
being carried out with the help of 
supplementary voluntary funds now 
amounting to nearly two and a half 
million dollars. Present plans indicate 
eradication of malaria in most of the 
Western Hemisphere countries in five 
years and its complete eradication in the 
foreseeable future. 

By invitation of the directing council, 
Dr. Nicholaas H. Swellengrebel, Nether- 
lands representative, gave a paper on 
“The Place of Social Anthropology in 


Public Health.” He described the prob- 
lems health educators, especially, face 
in working with peoples whose mores 
and culture are different from their own. 

Dr. M. G. Candau, director general, 
WHO, addressed a special session com- 
memorating the 10th anniversary of the 
Constitution of the Pan American San- 
itary Organization. Dr. Alberto Bissot, 
Jr., director general of public health, 
Panama, was elected chairman of the 
session. Vice-chairmen elected were Dr. 
Abraham Horwitz of Chile and Dr. 
Lucien Pierre-Noel of Haiti. Leroy E. 
Burney, Surgeon General of the Public 
Health Service, represented the United 
States at the meeting. 


Radiation and Human Heredity 


The report of a study group on the 
effect of radiation on human heredity 
that met in Copenhagen in August, 
1956, is now available. This report sug- 
gests various lines of research that may 
help to determine the human tolerance 
limits for safe radiation exposure. “All 
man-made radiation must be regarded 
as harmful to man from the genetic 
point of view,” says the report. 

The volume gives the background and 
history of the radiation problem, p=: ic- 
ularly as intensified by the advent of 
atomic energy. The highlights of the 
report are summarized in the WHO 
Chronicle of Augus:, 1957. In this Chal- 
lenge of Atomic Energy issue is also 
a statement on “Responsibilities of the 
Medical Profession in the Use of X-Rays 
and Other Ionizing Radiations,” which 
was prepared by the UN Scientific Com- 
mittee on the Effects of Atomic Radia- 
tion. 

Both the Chronicle and the volume 
are available from the Columbia Uni- 
versity Press, 2960 Broadway, New 
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York 27. Chronicle, 30 cents; Effect 
of Radiation on Human Heredity, 168 


pp, $4. 


Compulsory Diphtheria Immunization 


In the recently published WHO Inter- 
national Digest of Health Legislation 
the status of diphtheria immunization 
is reviewed. Here it is reported that 
compulsory immunization was first in- 
troduced in the Canton of Geneva, Swit- 
zerland, in 1932. Since that time com- 
pulsory laws have been enacted in 20 
countries. However, some of these do 
not make reinforcing doses mandatory. 

France first prescribed combined im- 
munizations in 1936 but few other coun- 
tries stipulate that these must be used. 
It is pointed out, however, that in Cana- 
da and the United States diphtheria 
immunization is almost always asso- 
ciated with tetanus and/or whooping 
cough immunization. The United 
States also is among the countries that 
“believe health education of public is 
sufficient” to effect immunization of sub- 
stantially all of the child vopulation. 


European Office to Copenhagen 


The European Regional Office of 
WHO was officially transferred from 
Geneva to Copenhagen in June, 1957. 
The title and keys to the headquarters 
building were handed to the director- 
general, Dr. M. G. Candau, by Prime 
Minister H. C. Hansen of Denmark. 
Dr. Candau in turn turned them over 
to the regional director, Dr. Paul J. J. 
van de Calseyde. 

The European Regional Office now 
has a 10-year history. It serves 27 ac- 
tive member countries with a total 
population of about 600,000,000. The 
regional staff of 70 is drawn from 
14 countries, 12 of them European. 


Influenza Conference Recommendations 


Surgeon General Leroy E. Burney 


conferred with state and _ territorial 
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health officials in Washington, August 
27-28. Here were detailed the various 
strands of the activities of separate vol- 
untary and official agencies for heading 
off or minimizing the effects of an 
Asian influenza epidemic that threatens 
the United States in the coming winter. 

According to the Proceedings of this 
conference, now available, recommenda- 
tions were developed by four separate 
committees—disease reporting and epi- 
demic surveillance, community plan- 
ning, vaccination promotion, and re- 
search and program evaluation. 

Reporting by counties to states was 
recommended with weekly state reports 
to the Public Health Service. 

The Community Planning Committee 
placed upon the health officer the re- 
sponsibility for organizing community 
resources, using particularly an existing 
health council or an ad hoc group sim- 
ilarly organized. Essential services 
should be maintained. Closing schools 
or prohibiting public gatherings was 
thought to be of little value. 

The Vaccination Committee recom- 
mended a system of interstate allocation 
of vaccine based on a voluntary agree- 
ment with manufacturers. The Public 
Health Service was urged to recommend 
these priorities in vaccination: (1) in- 
dividuals whose services are necessary 
to the health of the community, (2) in- 
dividuals necessary to maintain other 
basic services of the community, and 
(3) persons with tuberculosis and others 
who constitute a special risk. Local ad- 
visory committees were suggested and 
vaccination of children approved. 

A national commission on influenza 
was recommended which would identify 
research and other needs and would en- 
courage and coordinate research and 
other activities to meet these needs. 
Such a commission should consider both 
the urgent and the long-range problems 
in relation to the civilian population, 
functioning in the field of influenza 


. 
4 
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much as the Armed Forces Epidemiolog- 
ical Board. 

Since that meeting, Surgeon General 
Leroy E. Burney has appointed a 14- 
man Advisory Committee to appraise 
research on the disease and if needed 
spur further research. The director of 
the National Institutes of Health, James 
A. Shannon, M.D., is authorized to call 
conferences of this group which consists 
of: 


George E. Burch, M.D., professor of medicine, 
Tulane University School of Medicine 

Edward C. Curnen, Jr., M.D., professor of 
pediatrics, University of North Carolina 
School of Medicine 

Gail Dack, M.D., director, Food Research 
Institute, University of Chicago 

Fred M. Davenport, M.D., associate professor 
of epidemiology, School of Public Health, 
University of Michigan 

Dorland J. Davis, M.D., scientific director, Na- 
tional Institute of Allergy and Infectious 
Diseases 

Geoffrey T. Edsall, M.D., director, Division 
of Communicable Diseases, Walter Reed 
Army Institute of Research 

Keith Jensen, Public Health Service Labora- 
tories, Montgomery, Ala. 

capt. J. R. Kingston, General Medicine and 
Surgery Branch, Research Division, Bureau 
of Medicine and Surgery, Department of 
the Navy 

Robert F. Korns, M.D., New York State De- 
partment of Health 

Alexander D. Langmuir, chief, Epidemiology 
Branch, Communicable Disease Center 

Colin M. MacLeod, professor of experimental 
medicine, University of Pennsylvania School 
of Medicine 

Col. Thomas W. Mattingly, chief of cardiol- 
ogy, Walter Reed Army Medical Center 

Thomas F. Sellers, M.D., Georgia State Health 
Officer 

Joseph E. Smadel, M.D., associate director, 
National Institutes of Health 


Nine of the 14 are members or Fel- 
lows of the American Public Health 
Association. 

Report of the Proceedings is presum- 
ably available without charge from the 
Public Health Service, Washington, 
D. C. The Social Legislation Informa- 
tion Service for September 3, 1957, has 
a useful summary that highlights the 


NEWS FROM THE FIELD VOL. 47 


1481 


responsibility of the health officer for 
directing the anti-influenza campaign in 
his area. 


Public Health Combats Weeds 


Control of ragweed and poison ivy 
will be discussed in the Public Health 
Section of the Weeds Society of America 
during the second biennial meeting to 
be held in Memphis, Tenn., January 
13-15, 1958. The program will provide 
information to health, park, public 
works, and highway departments and 
other interested state and municipal 
agencies on the use and effectiveness of 
the new herbicides. Health department 
interests in other weeds significant in 
allergies will also be discussed. Plans 
for the organization of a Public Health 
Section in the Southern Weed Control 
Conference are to be acted on. For 
further information, A. H. Fletcher, New 
Jersey State Health Department, Tren- 
ton. 


Research on Aging Regional Center 


Duke University is planning a major 
scientific attack on the problems of ag- 
ing through what is reported to be the 
first Regional Center for Research on 
Aging. The work of the center will be 
directed toward the ultimate goals of 
slowing the aging process, promoting the 
health of elderly persons, and prevent- 
ing or delaying their institutionalization. 
Plans for the center were announced at 
a recent dinner addressed by Surgeon 
General Leroy E. Burney of the Public 
Health Service. The Service is aiding 
in the support of the center through a 
grant recommended and made jointly 
by the National Heart and Mental 
Health Institutes. 

Speaking at the dinner, Dr. Burney 
said that this marks “the first time that 
funds appropriated by Congress to the 
Public Health Service for aid to research 
have been awarded to help in the estab- 


' 
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lishment of a large-scale regional re- 
search center. And it is the first time, 
to my knowledge, that one of the lead- 
ing institutions of higher learning in 
this country has set out, in a deliberate 
fashion, to mobilize its extensive re- 
sources in search of better understand- 
ing of the processes of aging—one of 
modern man’s most challenging prob- 
lems.” 

Ewald W. Busse, M.D., chairman of 
the Duke Medical School’s Psychiatry 
Department and of the Duke Univers- 
ity Council on Gerontology, will be 
principal investigator for the center’s 
research program, expected to be in 
operation by the end of 1958. Dr. 
Busse, outlining plans explained that 
a Panel on Interdisciplinary Research, 
selected from the several departments 
of the university, will determine the 
research policies. Specific aims of the 


center, include encouragement and sup- 
port of fundamental research concerned 
with the phenomenon and health prob- 


lems of aging; training of investigators 
for research in the problems of aging; 
and development of a source of scientific 
knowledge for state and local govern- 
ment as well as for private groups and 
individuals. 


Planning in Mental Retardation 


The 80-year-old American Associa- 
tion on Mental Deficiency is carrying 
on a three-year project supported by the 
National Institute of Mental Health. 
The aim of “Technical Planning in 
Mental Retardation” is to “appraise ac- 
tivities and trends in mental retardation 
in research, training, and program de- 
velopment, delineating promising areas 
for emphasis and development, and of- 
fering encouragement and assistance in 
these areas to qualified individuals, 
agencies and institutions.” 

Three technical subcommittees of five 
members each constitute as well a Proj- 
ect Advisory Council providing consul- 
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tation and guidance to the Administra- 
tive Board and the staff. 

Professor Herschel Nisonger, director, 
Bureau of Special and Adult Education, 
Ohio State University, is chairman of the 
board and director of the project. 
Chairman of the Research Subcommit- 
tee is Donald B. Lindsley, Ph.D., chair- 
man, Department of Psychology, Uni- 
versity of California, Los Angeles, on 
which Benjamin Pasamanick, M.D., di- 
rector of research, Columbus Receiving 
Hospital, also serves. Milton Terris, 
M.D., assistant dean, University of Buf- 
falo Medical School, is chairman of 
the Subcommittee on Training of Per- 
sonnel; Paul V. Lemkau, M.D., profes- 
sor, Johns Hopkins School of Hygiene 
and Public Health, is chairman of the 
Subcommittee on Program Develop- 
ment. 

In June, 1957, the project began the 
publication of a four-page news letter. 
The first issue reported the background 
and current activities of the project and 
its three subcommittees. One current 
activity of the staff is compilation of ab- 
stracts of the literature for publication 
in the Journal of the American Asso- 
ciation on Mental Deficiency. 


Behavioral Research Grant 


The Albert Einstein College of Medi- 
cine, New York City, through a grant 
from the National Institute of Mental 
Health, has begun a six-year pilot train- 
ing and research program. This will 
stress the interrelation of many branches 
of the biological and physical sciences 
as the key to a better understanding of 
the nervous system and human behavior. 
The program reportedly marks a new 
emphasis in both medical education and 
research by cutting across departmental 
lines and promoting an interwoven pat- 
tern of scientific research and thinking. 
Provision is made for awarding 36 
fellowships on both predoctoral and 
postdoctoral levels. 


Shellfish and Vending Machine Guides 
“The Vending of Foods and Bever- 


ages—a Sanitation Ordinance and Code” 
and “Sanitary Control of the Shellfish 
Industry, Manual of Recommended 
Practice—Part II: Harvesting and Proc- 
essing” are two recent publications of 
the Public Health Service. The former 
was prepared by the cooperative action 
of the Milk and Food Program of the 
Service and of the Public Health Com- 
mittee of the National Automatic Mer- 
chandising Association. 

The shellfish industry publication is 
the third revision of the guide on Har- 
vesting and Process. It outlines the 
basic sanitary standards that should be 
observed in cooperative state-industry- 
Public Health Service programs for 
the certification of interstate shellfish 
shippers. Included are recommended 
sanitation practices for harvesting boats 
and establishments that process oysters, 
clams, or mussels. Both are available 
from the Government Printing Office, 
Washington 25, D. C.; 15 cents for the 
Food Vending; 35 cents for Shellfish 
Guide. 

Also being revised is Growing Areas, 
Part I of the Shellfish manual. It deals 
with Growing Areas and will soon be 
in publication. 


Florida Air Pollution Commission 


The 1957 Florida Legislature estab- 
lished a nine-member Air Pollution Con- 
trol Commission to assist in carrying 
out the provisions of the state’s air pol- 
lution control act. The State Board of 
Health is charged with the control of 
air pollution in accordance with regu- 
lations promulgated by the Commission. 

The Commission, appointed by Gov- 
ernor Leroy Collins, is composed of a 
representative each from the State Board 
of Health, the Department of Agricul- 
ture, the Development Commission, the 
Industrial Commission, and five non- 
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governmental representatives. One of 
these must be a professional engineer 
experienced in sanitary engineering, two 
representatives from industry, and two 
citizens representing the general public. 
Among appointees to the Commission 
are A. V. Hardy, M.D., director of 
laboratories, State Health Department, 
and E. R. Hendrickson, associate re- 
search professor, University of Florida 
College of Engineering. Dr. Hardy is 
Secretary of th: APHA Laboratory Sec- 
tion while Dr. tiendrickson is a member 
of the Committee on Laboratory Meth- 
ods for the Examination of Air. 


League of Red Cross Societies Cited 


The League of Red Cross Societies 
has been awarded the 1957 Nansen 
Medal by the United Nations High 
Commissioner for Refugees. This was 
the unanimous decision of the Nansen 
Medal Award Committee, meeting at the 
Palais des Nations, Geneva, on May 17, 
1957. 

In making the award, the committee 
reportedly “had particularly in mind the 
outstanding services of the League of 
Red Cross Societies on behalf of the 
new Hungarian refugees. The League’s 
timely action on a world-wide basis on 
behalf of the Hungarian refugees 
clearly demonstrated the power of in- 
ternational solidarity when harnessed 
for the common good; the League had 
been active not only in Austria and 
Yugoslavia but had been responsible for 
a broad-based non-sectarian effort of 
fund-raising in many countries of the 
world and had also played a vital part 
in the resettlement of Hungarian refu- 
gees in many of these countries.” The 
award was presented at a special cere- 
mony in Geneva on September 16, 
1957. 

The Nansen Medal Award, instituted 
in 1954, was named after the late Dr. 
Fridtjob Nansen and is awarded an- 
nually for outstandingly meritorious 
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work on behalf of the refugees under 
the High Commissioner’s mandate. 


Honorary Peruvian Professorships 


The first honorary professorships re- 
portedly ever awarded by the Faculty 
of Sanitary Engineering of the National 
University of Engineering of Peru have 
gone to two faculty members of the 
University of North Carolina School of 
Public Health. E. G. McGavran, M.D., 
and Dan Okun, Sc.D., respectively dean, 
and professor and head of the Depart- 
ment of Sanitary Engineering of the 
school, received the awards at a spe- 
cial ceremony in Lima, Peru, July 11 
which culminated three years of “good 
neighbor” assistance from the Chapel 
Hill school to the Peruvian institution. 
The Gold Medallion awards presented 
to Drs. McGavran and Okun by Dr. 
Roberto L. Valverde, president of the 
National Engineering School, are the 
insignia of the highest academic rank. 

For the past three years thi UNC 
School of Public Health has assisted the 
National Engineering School in creat- 
ing its Department of Sanitary En- 
gineering. Assistance in the establish- 
ment of technical laboratories, in the 
design of courses for sanitary engineers, 
and in the actual teaching of students 
has been provided by visiting faculty 
from Chapel Hill. 


Study of Congenital Heart Disease 


The Chicago Heart Association has 
created the Congenital Heart Institute 
for the purpose of carrying on a 10- 
year study of congenital heart disease. 
Maurice Lev, M.D., a full-time investiga- 
tor, using facilities provided by the 
Hektoen Institute is studying the life 
history and pathology of defects of the 
heart. Clinic, laboratory, and patho- 
logic data will be assembled for cases 
of children dying of congenital heart 
defects. 

The Chicago Heart Center, the five 
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medical schools of the area, and the city 
and state health agencies are cooperat- 
ing in the study, which it is estimated 
will cost about $50,000 a year. 


Chlorine Dealers 


A list of chlorine repackagers in the 
United States has been prepared by the 
Chlorine Institute and is available for 
free distribution. The single mimeo- 
graphed page lists by state and city the 
names of repackagers and whether or 
not they repackage in cylinders or in 
ton containers. Twenty-one states and 
Hawaii and 4 cities are listed. The 
Chlorine Institute, 342 Madison Avenue, 
New York 17, N. Y. 


PERSONALS 
C. L. Antuwauia, M.B., D.P.H.,+ former 


assistant director of public health, epidemi- 
ology, and social insurance in Hyderabad, 
India, has been promoted to be director of 
public health, Andhra Pradesh. 

Oris L. ANnperson, M.D.,* chief, Bureau of 
State Services, has been assigned to a new 
top-level post as Assistant Surgeon General 
for Personnel and Training. He has been 
succeeded in the Bureau of State Services 
by Davin E. Price, M.D.,* former deputy 
chief. 

GuttterMo Arpona, M.D., M.P.H.,* profes- 
sor of public health, University of Puerto 
Rico, San Juan, has resigned to become 
secretary of health, Puerto Rico, succeeding 
Juan A. Pons, M.D.,7 resigned. 

Ratpw C. Barnes,f former assistant chief, 
Training Branch, Communicable Disease 
Center, Atlanta, has been transferred to 
Denver as chief, Communicable Disease 
Control Services, Region VIII, Public 
Health Service. 

Harte V. Barrett, M.D., M.P.H.,* former 
health officer, Kay County, Okla., has been 
appointed assistant professor and acting 
director, Department of Preventive Medi- 
cine and Public Health, The Creighton 
University School of Medicine, Omaha, 
Neb. 

Morris Barrett,f former director, Alcoholism 
Center, Grand Rapids (Mich.) Health De- 
partment, is now program associate in 
respiratory diseases, Program Development 


* Fellow. 
t Member. 


Services, National Tuberculosis Association, 
New York, N. Y. 

A. A. Basxous, M.P.H.,+ former senior sani- 
tary engineer, has recently been appointed 
chief, Camp and Housing Section, Bureau 
of Environmental Sanitation, New York 
State Department of Health, Albany. 

Cou. R. Beckyorp, MC,* former direc- 
tor, Division of Preventive Medicine, Walter 
Reed Army Institute of Research, has been 
appointed assistant chief, Preventive Medi- 
cine Division, Office of the Army Surgeon 
General, Washington, D. C. 

Sir Joun A. Cuartes, K.B.E.,* chief medical 
officer, British Ministry of Health, was 
elected chairman of the Executive Board 
of the World Health Organization at the 
20th session held in Geneva in May, 1957. 

H. J. Dopce, M.D., M.P.H.,7 former professor 
and acting head, Department of Preventive 
Medicine and Public Health, University of 
Colorado School of Medicine, has been 
appointed professor of epidemiology, Uni- 
versity of Michigan School of Public 
Health, Ann Arbor. 

Heten E. Exuiott, M.D., former assistant 
director, Central Islip State Hospital, has 
been appointed deputy assistant commis- 
sioner, New York State Department of 
Mental Hygiene. 

Franz GotpmMann, M.D.,* is on leave of 
absence from the Harvard University Schooi 
of Public Health to become director, Health 
Services Coordination Study, Council of 
Jewish Federations and Welfare Funds, 
Inc., New York City, succeeding Mriton I. 
Roemer, M.D., M.P.H.,* resigned. 

Puitie Hatien,t former student, Yale Uni- 
versity School of Public Health, is now 
administrative resident, Massachusetts De- 
partment of Mental Health, Boston. 

Saran Harpwicke, M.D., former secretary, 
Council on Professional Practice, American 
Hospital Association, is now associate clin- 
ical director, Hospital Program, Welfare 
and Retirement Fund, United Mine 
Workers, Washington, D. C. 

Joun H. Hayes,? hospital consultant and 
former director, Lenox Hill Hospital, New 
York City, received the 1957 Distinguished 
Service Award of the American Hospital 
Association at the Association’s recent an- 
nual convention in Atlantic City. 

Rosert C. Hunt, M.D.,+ former director, 
Erie County (N.Y.) Community Mental 
Health Services, has been appointed direc- 
tor, Hudson River State Hospital. 

Sevic Katz, M.D., M.P.H.,+ former assistant 
health officer, Anne Arundel County, has 
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been appointed deputy state health officer 
and Calvert County (Md.) health officer. 

Frepertck M. Krietre, M.D.,* assistant chief 
of preventive medical services, California 
State Health Department, has been ap- 
pointed deputy state health director, a posi- 
tion created at the 1957 session of the 
Legislature. 

Paut E. former technical direc- 
tor, Dried Fruit Association of California, 
has been appointed sanitarian, Nabisco 
Sanitation Department, National Biscuit 
Company, New York, N. Y. 

Cot. Artuur P. Lonc, MC,* former chief of 
preventive medicine, Sixth U. S. Army, has 
been appointed chief, Preventive Medicine 
Division, Office of the Army Surgeon Gen- 
eral, Washington, D. C. 

Paut D. MacLean, M.D., associate professor 
of physiology, Yale University School of 
Medicine, on leave for the past year as a 
senior postdoctoral fellow of the National 
Science Foundation, has been appointed 
chief, Section on Limbic Integration and 
Behavior, Basic Research Branch, National 
Institute of Mental Health. 

A. Heten Martikatnen,* chief, Health Edu- 
cation of the Public Section, WHO, re- 
ceived an honorary Sc.D. degree from her 
Alma Mater, Bates College, at the 1957 
Commencement for “her distinguished 
career in public health.” 

Norma Mriter, former public health nurse, 
Allegan County (Mich.) Health Depart- 
ment, is now supervisor of nurses, Shiawas- 
see-Livingston District Hea’th Department 
with headquarters in Howell. 

Rosert A. Moore, M.D., former vice-chancel- 
lor of the health professions, University of 
Pittsburgh, has been appointed dean, Col- 
lege of Medicine, the Downstate Medical 
Center, State University of New York, 
Brooklyn, succeeding Howarp W. Porter, 
M.D., retired. 

Russet, H. Morcan, M.D., professor of 
radiology, Johns Hopkins University, has 
been named special consultant to the Public 
Health Service on the public health aspects 
of radiation. 

Juan Moroper, M.D.,* has returned to Chile 
after several years with the World Health 
Organization and has been appointed direc- 
tor, National Cancer Institute, and profes- 
sor of hygiene and public health, University 
of Chile Medical School, Santiago. 

Frances R. Ocasawara, M.S.,¢ former health 
educator, Tuberculosis League, Waterbury, 
Conn., is now director of health education, 
Massachusetts Tuberculosis and Health 
League, Boston. 

I. Ourrzxy, Ph.D.,* principal bacteriologist, 


‘ 
. 


1486 


Philadelphia Department of Health, has 
resigned to join the staff of Cappel Labora- 
tories, Inc., West Chester, Pa. 

Georce T. Patmer, Dr.P.H.,* consultant in 
public health training and administration, 
California State Department of Health, 
Berkeley, has retired from state service 
after 45 years in public health. 

Joun R. Paut, M.D.,* professor of preventive 
medicine, Yale Medical School, has received 
the David Russell Lyman gold medal for 
“outstanding productiveness and service to 
public health.” 

L. J. Peterson, M.S.P.H.,* chairman of the 
APHA Executive Board, and _ formerly 
Idaho state health director, has accepted 
appointment to the newly established ad- 
ministrative position of assistant chief, 
Bureau of Crippled Children Services, Cali- 
fornia State Department of Health, 
Berkeley. 

Franziska W. Racker, M.D.,* former con- 
sultant in public health medicine, Profes- 
sional Examination Service, APHA, has 
been awarded a two-year NFIP fellowship 
in rehabilitation for training in the De- 
partment of Physical Medicine and Reha- 
bilitation, Bronx Municipal Hospital Center 
(in affiliation with The Albert Einstein 
College of Medicine). 

Mattruew J. Renak, formerly with the Balti- 
more Office of Chief Medical Examiners 
and the Pharmacology Department, Univer- 
sity of Maryland School of Medicine, has 
been appointed toxicologist, Bureau of 
Laboratories, Connecticut State Department 
of Health. 

Norsert Retnstetn, M.P.H.,* former plan- 
ning director for health services, United 
Community Services, Detroit, is now pro- 
gram director, Tuberculosis and Health 
Society of Wayne County, Mich. 

F. Cartyte Roserts, Jr.,+ former officer in 
charge, Pittsburgh Field Training Station 
for sanitarians, is now directing a similar 
training center in Oklahoma City. 

Bernarp F. Rosenstum, M.D., M.P.H.,* 
Senior Surgeon, USPHS, former director, 
Division of Preventive Medicine, New 
Mexico Department of Public Health, has 
been transferred to the North Carolina 
State Board of Health, Raleigh, as chief, 
Venereal Disease Control Section. 

Wituiam B. Rossman, M.D., former director, 
Bureau of Mental Hygiene, State Depart- 
ment of Health, has been appointed direc- 
tor of the new West Virginia State Depart- 
ment of Mental Health. 


* Fellow. 
+ Member. 


Lucy Sikorsky, 
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M.D.,+ former medical 
director, Maricopa (Ariz.) County Health 
Unit, has resigned because of ill health. 

. W. Soutrnern, M.P.H.,* formerly with the 
Arabian American Oil Company, Dhahran 
Saudi Arabia, is now acting plant sani- 
tarian, Kroger County Manufacturing Di- 
vision, Cincinnati, Ohio. 

Ernest L. Stessins, M.D.,* dean, Johns Hop- 
kins University School of Public Health, 
and chairman, American Board of Preven- 
tive Medicine, recently made a two-week 
tour of U. S. Air Force medical facilities 
in Europe to observe the residency program 
in aviation medicine conducted by the 
Randolph Air Force Base institution which 
each year assigns two of the flight-surgeons- 
in-training to the Air Forces in Europe. 

Donato R. Taves, M.D., M.P.H., has been 
appointed health officer of Shasta County, 
Calif., succeeding Joun E. Woxr, M.D., 
resigned. 

Anprew J. Toman, M.D., former medical 
director, Chicago plant, Armour & Co., has 
been named health officer of Berwyn Town- 
ship, Ill, succeeding NicHoLtas FRANKOVEL- 
cia, M.D.,* resigned. 

Tuomas B. Turner, M.D.,* professor of bac- 
teriology, Johns Hopkins School of Hygiene 
and Public Health, has been appointed dean 
of the Hopkins Medical School. 

Borts E. Vanapzin, M.D., has been made 
public health physician, Pittsfield Office, 
Western District, Massachusetts State De- 
partment of Health. 

Joun Veenstra, former teacher, Hudsonville 
Public Schools, is now sanitarian, Shiawas- 
see-Livingston District Health Department, 
Howell, Mich. 

Tueopore C. Witcerrorp, M.S., has been ap- 
pointed senior sanitary engineer, Bureau 
of Sanitary Engineering, Connecticut State 
Health Department. 

G. DorotHy principal nutrition- 
ist, Bureau of Nutrition, New York City 
Department of Health, has resigned to be- 
come nutrition instructor, Hartwick College, 
Oneonta, N. Y., and teaching and clinic 
dietitian, Mary Imogene Bassett Hospital, 
in Cooperstown. 

Jutius L. Wuson, M.D.,7 director of Henry 
Phipps Institute, Philadelphia, has been 
appointed chief consultant to the Veterans 
Administration tuberculosis service. 

Atrrep YANKAUER, M.D.,* director, Bureau 
of Maternal and Child Health, New York 
State Department of Health, is on a two- 
year leave of absence as visiting professor 
of pediatrics, Madras Medical College, 
India, under the auspices of the World 
Health Organization. 
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Husert D. Crow, M.D.,+ director of Virginia 
State Health Department’s Medical Train- 
ing Section, and also health director for 
Suffolk and the Counties of Isle of Wight, 
Southampton, and Nansemond (Health 
Officers Section). 

Wituram De M.D., M.S.P.H.,* who 
organized the Red Cross Blood Bank Pro- 
gram during World War II, on September 
20 (Health Officers Section). 

Eucene B. Ferris, M.D., medical director, 
American Heart Association. 

Water A. Jamieson, D.Sc.,* retired director 
of biological research for Eli Lilly and Co. 
(Laboratory Section). 

Joun O. McNeet, M.D.,* medical director, 
St. Louis Labor Health Institute (Medical 
Care Section). 

Euizasetu I. Parsons, D.Sc.,* medical bac- 
teriologist, General Diagnostic Bacteriology 
Unit, Communicable Disease Center, U. S. 
Public Health Service, Chamblee, Ga. 
(Laboratory Section). 


CONFERENCES AND DATES 
American Public Health Association, 85th 
Annual Meeting. Cleveland, Ohio. 
Headquarters: Public Auditorium, No- 
vember 11-15. 


State and Regional Public Health Meet- 
ings: 

Connecticut Public Health Association. 
Fairfield State Hospital, Newtown. No- 
vember 21. 

Mississippi Public Health Association. 
Jackson. December 4-6. 

The Public Health Association of New 
York City. Donnell Public Library 
Branch, New York, N. Y. November 26. 

Southern California Public Health Associa- 
tion. Huntington-Sheraton Hotel, Pasa- 
dena, December 6. 


ALCOHOLISM—-1957, 220 $5.75 
Venoms—1956, 480 $9.50 
TRANQuiLizinG Drucs-—1l957, 205 pp....... $5.00 
PsYCHOPHARMACOLOGY-—1956, 175 pp....... $3.50 


FLUORIDATION As A Pusiic HeattH Measure $4.50 


AMERICAN ASS'N ADVANCEMENT OF SCIENCE 
1515 Mass. Ave. NW Washington 5, D. C. 


GAS DETECTOR CRAYONS 
A sensitive and simple color test method for 
PHOSGENE and HYDROGEN CYANIDE 
Literature available upon request. 
Aromil Chemical Company 
5646 Belle Ave. 


Tennessee Public Health Association. 
Maxwell House Hotel, Nashville. Decem- 
ber 4-6. 


Meetings of Other Organizations Coming 


in November, December, 1957, and 
January, 1958: 


American Dental Association. Miami, Fla. 
November 4-7. 

American Public Welfare Association. Chi- 
cago, Ill. Edgewater Beach Hotel. De- 
cember 4-7. 

Association of State and Territorial Health 
Officers. Washington, D. C. November 
1-9. 

Inter-American Conference on Rehabilita- 
tion. Guatemala City, Guatemala. No- 
vember 8-12. 

National Association of Mental Health, Inc. 
Atlantic City, N. J. November 21-23. 
National Committee on the Aging—NSWA. 

New York, N. Y. December 10-11. 

National Social Welfare Assembly. New 
York, N. Y. December 12-13. 

Pan American Medical Association—Tenth 
Inter-American Congress. Mexico City, 
Mexico. November 18-22. 

United Cerebral Palsy Associations. St. 
Louis, Mo. November 22-24. 
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Ba!timore 7, Md. 


Preserve your JOURNALS 


a Jesse Jones 


Specially designed and produced for 
the American Journal of Public Health 
this file will keep one volume, or 12 
issues, clean, orderly and readily acces- 
sible. Picture this distinctive, sturdy 
Volume File on your book shelf. Its rich 
red and green Kiver cover looks and 
feels like leather, and the 16-carat gold 
leaf hot-embossed lettering makes it a 
fit companion for your finest bindings. 


The Volume File is reasonably priced, 
in spite of its costly appearance. It is 
sent postpaid except in Canada and in 
foreign countries) carefully packed, for 
$2.50 each. Most members will find it 
more convenient and economical to 
order 3 for $7.00 or 6 for $13.00. Satis- 
faction guaranteed. For prompt ship- 
ment, order direct from the: 


American Public Health Association 
1790 Broadway, New York 19, N. Y. 


‘ aa 
| 
| 
| 
| | 
Volume File 
| 
| 
Lope 
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The American Public Health Association acknowledges with deep appreciation its indebtedness 
to these Sustaining Members whose annual dues help support its general program 


Sustaining Members 


Amalgamated Laundry Workers Health Center, Inc., New York, N. Y. 

Amalgamated Meat Cutters and Butcher Workmen of North America, 
Chicago, II. 

American Bottlers of Carbonated + a Washington, D. C. 

American Can Company, New York, N 

American Federation of Labor and Congress of Industrial Organizations, 
Washington, D. C: 

Association for the Aid of Crippled Children, New York, N. Y. 

George Baehr, M.D., New York, N. Y. 

Borden Company, New York, N. Y. 

Chicago Office, Theatre, and Amusement Building Janitors’ Union, Local 
25, Chicago, Ill. 

Chlorine Institute, Inc., New York, N. Y. 

Department of Nursing, University of Miami, Coral Gables, Fla. 

Difco Laboratories, Detroit, Mich. 

Diversey Corporation, Chicago, Ill. 

Equitable Life Assurance Society of the United States, New York, N. Y. 

Grand Concourse Medical Group, New York, N. Y. 

Harold Faggen Associates, New York, N. Y. 

Hellige, Inc., Garden City, N. Y. 

Hoffmann-LaRoche, Inc., Nutley, N. J. 

International Association of Ice Cream Manufacturers, Washington, D. C. 

International Association of Machinists, Washington, D. C 

International Equipment Company, Boston, Mass. 

International Union, UAW, Detroit, Mich. 

Jamaica Medical Group, Jamaica, N. Y. 

John Hancock Mutual Life Insurance Company, Boston, Mass. 

Lederle Laboratories Division, American Cyanamid Co., New York, N. Y. 

Licensed Beverage Industries, Inc., New York, N. 

Life Insurance Company of Virginia, Richmond, Va. 

Merck Sharp & Dohme, Research Laboratories, Division of Merck & Co., 
inc., Rahway, N. J. 

Metropolitan Life Insurance Company, New York, N. Y. 

Montefiore Hospital Medical Group, New York, N. Y. 

National Association of Social Workers, Medical Social Work Section, 
New York, N. Y. 

National Dairy Products Corporation, New York, N. Y. 

New York Hotel Trades Council and Hotel Association Health Center, Ine.. 
New York, N. Y. 

Oval Wood Dish Corp., Tupper Lake, N. Y. 

Owens-Illinois Glass Company, Libbey Glass Division, Toledo, Ohio 

The Precter & Gamble Company, Cincinnati, Ohio 

Prudential Insurance Company of America, Newark, N. J. 

Rip Van Winkle Clinic, Hudson, N. Y. 

Ross Laboratories, Columbus, Ohio 

Ross-Loos Medical Group, Los Angeles, Calif. 

Sealright Company, Inc., Fulton, 

Martin E. Segal & Company, Inc., New York, N. Y. 

Sidney Hillman Health Center, New York, N. Y. 

Sodiphene Company, Kansas City, Mo. 

E. R. Squibb and Sons, New York, N. Y. 

Steiner Sales Company, Chicago, IIl. 

Sun Life Insurance Company, Baltimore, Md. 

are Central Life Insurance Company, Cincinnati, Ohio 

john Company, Kalamazoo, Mich. 
are Laboratories, Inc., New York, N. Y. 


Wyeth Laboratories, Inc., Philadelphia, Pa. 
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Directory of Health Service 


BLACK & YEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 


Reports, Designs, Supervision of Construction, Investi- 
gations, Valuation and Rates. 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


EMERSON VENABLE, P. E. 

Chemist and Chemical Engineer 
Atmospherie Pollution. 

Industrial Hygiene Chemical Warfare 


6111 Fifth Ave., Pittsburgh 32, Pa. 


(Treponema Pallidum Immobilization Test) 


Information on fees, and on collection and sub- 
mission of specimens furnished upon request 


THE DICKMAN LABORATORIES 
1415 W. Erie Ave. Philadelphia 40, Pa. 


PROFESSIONAL EXAMINATION SERVICE 


A Personnel Administration Service in the 
Field of Public Health 
Available to State and - Health Departments 
an 
Merit Systems 
Examinations Field Consultation 


American Public Health Association, Inc. 
1790 Broadway, New York 19, N. Y. 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


1790 Broadway 


New York 19, N. Y. 


APPLICATION FOR MEMBERSHIP 


(Please type or print) 
NAME 


MAILING ADDRESS 


(street) 


PRESENT POSITION 


(city) (zone) 


(title) 


BUSINESS ADDRESS 


(organization) 


(street) 


PRIOR EXPERIENCE 


(city) (zone) (state) 


(title) (organization) 


(city and state) (dates) 


PLACE AND DATE OF BIRTH 


EDUCATION (schools, dates, degrees if any) 


PROFESSIONAL SOCIETY MEMBERSHIPS 


Please complete application on reverse side 
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y 
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(state) 
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(Continued jrom previous page) 

SECTION AFFILIATION DESIRED (choose only one) 
____ Health Officers Food and Nutrition ___ School Health 
___Laboratory _____Maternal and Child Health ___Dental Health 
Statistics ____Publie Health Education ___Medical Care 
___Engineering and Sanitation _____ Public Health Nursing Mental Health 


___ Occupational Health Epidemiology Unaffiliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the American 
Public Health Association. If you cannot obtain the actual signature, print the name and 
address so that the Administrative Office may procure it for you. 


(signature) (address) 


ANNUAL DUES: United States $10.00; elsewhere $11.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American Journal 


of Public Health. 


The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members joining 
after July 1 will receive the Journal beginning with July; such applicants may pay one year’s 
dues covering the period July through June, or one-and-a-half year’s dues, thus adjusting dues 
to the membership calendar year. 


Dues must be received before applications are reviewed by the Committee on Eligibility. 


A remittance for $ ____is enclosed. Send bill to_ 


DATE SIGNATURE 
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AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


1790 Broadway at 58th Street 


New York 19, N. Y. 


Publications of the APHA 


American Journal of Public Health 
Nation’s Health. Single copies 

APHA Year Book 

An Appraisal Method for Measuring the Qual- 
ity of Housing: A Yardstick for Health Offi- 
cers, Housing Officials and Planners: 
Part and Uses of the Method. 1945. 

71 
Part ri ” Appraisal of oe Conditions. 
A—Director’s Manual. $3.00 Vol. B—Field 
Procedures. $2.00. Vol. C—Office Procedures, 
$2.00. 1946; or three for 
Part Ill. Appraisal of Neighborhood Environment 
1950. 132 pp 

Basic Principles of Healthful Housing. 
reprinted 1950. 34 pp. 

Care of Laboratory Animals. 

Centrol of Communicable 
8th ed. 1955. 212 pp. 

Diagnostic Procedures and Reagents. Technics 
for the Laboratory Diagnosis and Control of 
the Communicable Diseases. 3rd ed. 

589 pp. 

Diagnostic Procedures for Virus and Rickettsial 

iseases. 2nd ed. 1956. 578 pp. 

Directory of Public Health Statisticians. 
in preparation. 

Evaluation Schedule. For use in the study and 
appraisal of community health programs 

General Medical Care Programs in Local Health 
Departments. 1951. 129 pp. 

Guide for the Medical and Public Health Nursing 
Supervision of Tuberculosis Cases and Con- 
tacts. 1953. 24 pp. 

Guide to a Community Health Study. 

1955. 64 pp. 

Guides to Services 
1955. 

Cerebral Palsy—108 pp. 

Cleft Lip and Cleft Palate—88 pp. 
Dentofacial Handicaps—80 pp. 
Handicapped Children—150 pp 

Hearing Impairment—1956. 108 pp- 

Vision and Eye Problems—1956. 108 pp. 

Health Practice Indices 1947-1948. A 
tion of charts showing the range of accomplish- 


2nd ed. 


1954. 32 pp. 
Diseases in 


6th Ed. 


for Handicapped Children: 


$1. 


ments in various fields of community health serv- 
ice. 90 pp. 

Health Supervision of Young Children. 

Housing an Aging Population. 

Methods for Determining Lead in Air and in 
Biological Materials. 2nd ed. 1955. 69 pp. ... 

Nutrition Practices: A Guide for Public Health 
Administrators. 80 pp. 

Occupational Lead Exposure and Lead Peoison- 
ing. 1943. 67 pp. 

Panum on Measles. By P. L. Panum (Transla- 
tion from the Danish). Delta Omega ed., L 
1ll pp. 

Principles for Healthful Rural Housing. 
1957. 30 pp. 

Proposed Housing Ordinance. 

Public Health Career Pamphlets. 
Public Health—A Career with a Future. 

edition, 

Selected Papers of Joseph w. Mountin, 

1956. 356 pp. 

“Shattuck Report,” The. Report of the cee 
Commission of Massachusetts: 1850. 321 

Standard Methods for the Examination of Dairy 
Products. 10th ed., 1953. 345 pp. 

Microbiological Examination of Milk 
Cream: Chapter 2 only. 64 pp. 
Photographic Sediment Chart 

Standard Methods for the Examination of Water, 
Sewage and Industrial Wastes. 10th ed. 1955. 
522 pp. 

Special price to members of APHA, AWWA, and 
FSIWA on prepaid orders only for a single copy.. 

Standards for Healthful Housing: 
Planning the Home for Occupancy. 
Construction and Equipment of the Home. 

78 pp- 

Swimming Pools Other Public Bathing 
Places. Recommended Practice for Design, Equip- 
ment and Operation of, 10th ed., 1957. 60 pp... 

35 Year Index of the American Journal of Public 
Health. Years 1911 to 1945. 340 pp. 
ram ed. $7.00. Paper ed. 


Revised 


1950. 90 pp... 
1951. 


Order from the Book Service — Advance Payment Is Requested 


Reprints from the American Journal of Public Health 


Method of Evaluating and Improving the Quality 
8 


Bacterial Cleanability of Various Types of Eating 
Surfaces. February, 1953. 12 pp. 

Bookshelf on Epidemiology and The 
Medical Officer’s. April, 1957. 16 p 

Bookshelf on Foods and Nutrition. 
12 pp. 

Bookshelf on Mental Health. April, 1956. 12 pp. 

Certain Aspects of the Microbiology of Frozen 
Concentrated Orange Juice. June, 1956. 8 pp. .. 

Conclusion of a Ten-Year Study of Water Fluori- 
dation. March, 1956. 8 pp. 

Creative Health and the Principle of Habeas 
Mentum. February, 1956. 12 pp. 

Driver Behavior and Accidents. y, 1957. 

Givers’ Dilemma. Editorial. October, 1954. 4 pp. 

How Can We Improve Our Teaching of Pub- 
lic Health? July, 1956 

Lemuel Shattuck—Still 
1949. 27 pp. 

The Local Health Department—Services and Re- 
sponsibilities. An official statement of the Amer- 
ican Public Health Association. March, 1951. 8 pp. 


1955. 


$.25 


of Medical Care, A. July, 1956. pp- 

Nurses’ Training in Mental Health Aspects of 
Public Health Field Work. June, 1956. 8 pp. .. 

On the Use of Sampling in the Field of Public 
Health. June, 1954. 24 pp. 

Proposed Statement Poultry 
October, 1957. 10 pp 

Public Health Problem of Accidental Poisonings. 
August, 1956. 8 pp. 

Relations Between Mental Health and Public 
Health. July, 1956. 8 pp. 

State Health Department—Services and Respensi- 
bilities. February, 1954. 20 pp. 
Suggested Home Accident Prevention Activities 
for Health Departments. May, 1956. 8 pp. 
Tax-Supported ry and Welfare Services. 
January, 1957. 8 

Tax-Supperted Medical Care for the Needy. 
tober, 1952. 20 pp. 

Where Are We Going in Public Health? Part II 
—Resolving the Basic Issues. April, 1956. 20 pp. 


Order from the Book Service — Advance Payment Is Requested 
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B-B-L 
use 


Normal Plasma 
CAPPEL 


for Excellence in 
COAGULASE TESTING 
of 
Staphylococci 


Write for Folder No. 43-010 


BALTIMORE 
BIOLOGICAL 
LABORATORY, Inc. 


A Division of Becton, Dickinson & Co. 
BALTIMOPE 18, MARYLAND 


VaCCcine 


etftective 
practical 


A specific immunizing antigen for prevention of 
mumps in children and adults where indicated. 
Vaccination should be repeated annually. 
LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 
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A comprehensive, organized 
guide to present-day knowledge 
and management of 
viral hepatitis 


Hepatitis 


Frontiers 


HENRY FORD 
HOSPITAL 
INTERNATIONAL 
SYMPOSIUM 


HROUGH the generosity of the 

Henry Ford Hospital in Detroit, 
leading clinicians and researchers 
from all parts of the world met, for 
the first time, to discuss viral hepa- 
titis. This book is a result of their 
meeting. In it all shades of opinion 
are presented through papers, panels 
and informal discussion. The edi- 
tors have done everything possible 
to keep the informal flavor of the 
meeting in the book. 

Sections are devoted to physiology 
and pathology, etiology and epidem- 
iology, blood donor and storage 
problems, chemical and _ physical 
agents used in prevention, and lab- 
oratory and clinical methods of dif- 
ferential diagnosis. The final sections 
are devoted to clinical management 
and prognosis. 

Oriented for all who deal with 
liver disease and its ramifications, 
this book puts at your fingertips all 
of the latest information about hepa- 
titis. Never before has this infor- 
mation been available in one volume. 
It will serve as a valuable refer- 
ence work and guide to clinical man- 
agement for years to come. 


616 pages - 259 illustrations - $12.50 


At your medical bookstore or 
order directly from 


LITTLE, BROWN & COMPANY 
Boston 6, Mass. 


XXXII 
= 

| 
| A 


NOVEMBER 1957, A.J.P.H. 


NEW, SAFER RABIES VACCINE 
MADE FROM 
EMBRYONATED DUCK EGGS 


averts hazards of ‘paralytic factor’’ 


The new rabies vaccine of duck-embryo origin was developed by 
Eli Lilly and Company to eliminate the “paralytic factor” present in 
vaccine made from brain tissue. All conventional vaccines of brain 
origin contain myelin. This substance is believed to be the causative 
factor in rabies treatment paralysis. Duck embryos contain little or 
none of the “‘paralytic factor.” Also, local reactions observed during 
clinical studies! were fewer and milder than those usually encountered 
with vaccine made from brain tissue. 


early development of antibodiés 
Clinically, it has been shown that rabies vaccine of duck-embryo 
origin produces antibodies in practically all patients by the tenth 
day. The early appearance of antibody compares favorably with the 
series of other investigators,? in which commercial vaccine made 
from brain tissue was used. 


a stable vaccine made of killed virus 


The virus contained in the new vaccine has been effectively inacti- 
vated without sacrifice of “potency.” In addition, it is stable for at 
least eighteen months. 
Consult your Lilly representative or write to our medical division for 
complete information. 


Supplied in 7-dose packages. At pharmacies everywhere. 


RABIES VACCINE, DRIED KILLED VIRUS 


(DUCK EMBRYO) 


1. J. Lab. & Clin. Med., 45 679, 1955. 
2. Bull. World Health Organ., 10:823, 1964. 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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DIFCO _.. the only complete line 


of microbiological reagents and media 


Culture Media 
Microbiological Assay Media 
Tissue Culture and Virus Media 
Serological Reagents Antisera 

Diagnostic Reagents 
Sensitivity Disks  Unidisks 
Peptones Hydrolysates Amino Acids 


Enzymes [Enrichments Dyes Indicators 
Carbohydrates Biochemicals 


60 years’ experience 
in the preparation of Difco products assures 


UNIFORMITY STABILITY ECONOMY 


Complete Stocks FastService 24-hour Shipment 


Difco Manual and other descriptive 
literature available on request 


Dirco LABORATORIES 


DETROIT 1, MICHIGAN 
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